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JOSEPH CONSTANTINE CARPUE AND THE REVIVAL OF RHINOPLASTY 


, 

ASTIENNE GOURME- 

4 LENUS! (died 1593) 

quotes a letter written by 
Elysius Calentius,? a fifteenth 
century Neapolitan poet, to a 
friend who had suffered the loss 
of his nose, adjuring him to 
come to Naples with a view of 
submitting his case to a famous 
plastic surgeon, one Branca. 
Calentius says: 

If you would have your nose 
restored, come to me. Truly, 
the thing is wonderful. Branca, a 
Sicilian, a man of great abilities, 
has learned the art of restoring 
a nose, either by supplying it 
from the arm of the patient, or 
by infixing upon the part the 
nose of a slave. Having seen this, I determined 
on writing to you, to whom no news can be more 
interesting. Be assured, that if you come, you 
may go home again with as much nose as you please. 


There appear various scattered records of the 
Sicilian family of Branca and of the unusual 
success of this family in supplying deficiencies 
of ears, noses, and lips. The earliest reference 
to Branca appears in a manuscript in the year 
1442. Branca is said to have lived at Catanea 


Chirurgicae Artis, Paris, 1580. 


Contemporary with Sannazarius and Pontanus. Born at Amphracta 
\pulia. Died 1503. 


JosepH CONSTANTINE CARPUE 
1764-1848 


and is referred to as a “cele- 
brated surgeon in restoring ears, 
lips and noses.” 

Alessandro Benedetti (1460- 
1525) who succeeded Gabriele 
Zerbi (1468-1505) as Professor 
of Anatomy at Padua, and who 
founded the anatomical theatre 
there in 1490, says:* 


Skilful persons have taught us 
how to rectify deformities of the 
nose. Portions of flesh, cut from 
the arm of the patient, formed 
into the shape of nostrils, and 
added to the trunk of the nose, 
are very commonly seen. ‘They 
dissect the upper skin of the arm 
with a razor; and, then, paring off 
the remaining edges of the nos- 
trils, or, if necessary, cutting them away, they bind 
the arm to the head, in order that wound may ad- 
here to wound. After this, the wounds having 
conglutinated, they take away from the arm, with 
the knife, as much as is wanted for the restoration 
of the nose, . . . for the kindred vessels of the nose 
nourish the flesh which is newly acquired, while 
hairs sometimes grow on the skin, because of its 
origin on the arm. 


This same method is noted by Gabriel Fallopius 
(1523-1562) in his De Decoratione, and Ambrose 


3 Anatomiae, Venice, 1497. 
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Paré (1510-1590), in discussing the restoration of 
a nose, says:! 

There was a Surgeon of Italie of late vears 
which would restore or repair the portion of the 
nose that was cut away after this manner. Hee 
first scarified the callous edges of the maimed nose 
round about, as is usually don in the cure of hare- 
lips: then he made a gash or cavitie in the muscle 
of the arm, which is called Biceps, as large as 
the greatness of the portion of the nose which was 
cut away did require: and into that gash or cavitie 
so made, hee would put that part of the nose so 
wounded, and binde the patient’s head to his 
arm, as if it were to a post, so fast that it might 
remain firm, stable and immoveable, and not lean 
or bow anie way; and about fortie daies after, or 
at that time when hee judged the flesh of the nose 
was perfectly agglutinated with the flesh of the 
arm; hee cut out as much of the flesh of the arm, 
cleaving fast unto the nose, as was sufficient to 
supplie the defect of that which was lost, and then 
hee would make it even, and bring it, as by licking, 
to the fashion and form of a nose, as near as art 
would permit; and in the mean while hee did feed 
his patient with panadoes, gellies and all such things 
as were easie to bee swallowed and disgested. And 
hee did this work of cureing the place where the flesh 
was so cut out, onely with certain balms and aggluti- 
native liquors. A younger brother of the familie of St. 
Thoan, beeing wearie of a silver-nose, which beeing 
artificially made, hee had worn in the place of his 
nose that was cut off, went to this Chirurgian into 
Italie, and by the mean fore-named practice hee re- 
covered a nose of flesh again, to the great admira- 
tion of all those that knew him before. This thing 
truly is possible to bee don, but it is verie difficult 
both to the patient suffering, and also to the Chirurg- 
ian working. For that the flesh that is taken out of 
the arm is not of the like temperature as the flesh 
of the nose is; also the holes of the restored nose 
cannot bee made as they were before. 


It is evident that Paré failed to grasp the sig- 
nificance of a skin graft and would have the 
reader understand that the reconstruction was 
accomplished through borrowing ‘‘flesh of the 
arm,” or perhaps Paré cited the operation 
only to make it appear ridiculous. Nevertheless 
Paré who believed in the existence of all sorts 
of monsters could hardly have doubted the 
authenticity of even so bizarre a surgical pro- 
cedure. Vesalius (1514-1564) in his Chirurgia 
Magna* describes imperfectly the operation of 
supplying deficient parts of the nose from the arm. 

It remained, however, for Gaspar Taliacozzo, 
familiarly known as Taliacotius (1546-1599), 

1The Workes of that famous Chirurgion Ambrose Parey, Translated 


yut of Latine and compared with the French by Tho. Johnson, London, 
16439, Book XXIII, Chapter 2, p. 578. 


2 Venice, 1569. 
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Professor of Anatomy at Bologna, to describe 
the Branca method of nose restoration in a care- 
ful and well-nigh modern spirit in his work 
published in Venice in folio in 1597, De Curtor wn 
Chirurgia per Insitionem, Libro duo; «widiti 
Cutis Traducis, Instrumentorum omnium, 
Deligationum, Iconibus et Tabulis. Garris 
says: 

For this innovation, Tagliacozzi was rou 
abused by both Paré and Fallopius, and sati: ize: 
during the following century in Butler’s Hadi 
while the ecclesiastics of his own time, we are : 
were fain to regard such operations as meddling 
the handiwork of God. Tagliacozzi’s remains 
exhumed from the convent, where they repose:! 
be buried in unconsecrated ground, and in 17:> 
Paris Faculty interdicted face-repairing altog 


Taliacozzi’s work is composed of two | 
the first containing twenty-five chapters 
the second twenty. The first ten chapters . 
tain references to Homer, St. Augustine, (1) 


Apollo, Cato, Euripides, Plato, Horace, ()u:in- 


tilian, Tertullian, Aristotle, the Book of Ge; 
and many other authors and sources. He 
parently felt it necessary first to establish 
dignity of the face as set forth by poets, )hi- 
losophers, and physicians. Beginning with 
eleventh chapter of Book 1, he discusses 
theory of plastic surgery, particularly of the nose 
In the twelfth chapter he states that the pr 
ciple of the operation is derived from the « 
vation of trees; as grafts or buds are inocula! 
into stocks, so in animals, one part may 
ingrafted upon another. In vegetable grafting 
inoculation, he notes that the stock mus! 
cloven, or the bark perforated; so must that 
the animal be wounded upon which the extra: 
ous part is to be ingrafted. 


In the thirteent! 


and fourteenth chapters, he discusses the varivus 


types of skin (of which he names four). 
the fifteenth and sixteenth chapters directiv 
are given for the quantity of skin to be ta! 
and the manner in which the parts are kv) 
together until healing takes place. He no 
that after the skin has been cut from the arn 
sometimes shrinks even a fourth part, both 1! 
length and breadth. He directs the surgeon 
employ his discretion in this particular, anc 


take too much skin rather than too little. | he 


parts are to be united by interrupted sutur 
In the twentieth, twenty-first, and twen 
second chapters, he defends the opera! 


8 History of Medicine, Fielding H. Garrison, Philadelphia, 1924 

‘An English political poem by Samuel Butler (1612-1680) of 
than 10,000 verses designed to show the vileness and folly of th: 
royalist party. 
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against the charge of cruelty. In the second 
book, Taliacozzi describes the operation in de- 
tail, noting the instruments and the apparatus 
required. 

Subsequent to the death of Taliacozzi com- 
mentaries on his method were published by 
various writers. Among these may be mentioned 
Thomas Fienus (1567-1631) in 1602; Fabricius 
Hildanus (1560-1634); and John-Baptist Cortesi 
(1554-1636), who succeeded Taliacozzi at Bologna 
and who republished his method claiming to 
have performed it. Apparently, however, pro- 
ductive interest in the method of Taliacotius 
died with him and little effort was made to carry 
it into actual practice, although many writers 
mentioned the method without approving it. 
John Hunter evidently had not read Taliacozzi 
with care, else he would not have said “the 
attempt to unite parts of two different bodies 
has only been recommended by Taliacotius.’” 

In the meantime the cure of wounds by 
“sympathy” had been strongly advocated by 
John-Baptist Van Helmont (1578-1644) and 
Robert Fludd (1574-1637). The latter in his 
Defense of Weapon-Salve (1635) relates with 
great éclat, and, as he says, from unexceptionable 
authority, the history of a certain nobleman who 
had had a lost nose restored from the arm of a 
slave. Fludd says: 

The slave, being rewarded and set free, went to 
Naples, where he fell sick and died; immediately 
on which, a gangrene appeared on the Nobleman’s 
nose. Upon this, that part of the nose, which be- 
longed to the dead man’s arm, was, by the advice 
of his physicians, cut off; and, being encouraged 
by the success of the previous experiment, he 
was now prevailed upon to have his own arm 
wounded in like manner, and to apply it to the 
remainder of his nose, which he did, and a new 
nose was cut ovt of his own arm, which continued 
with him till death. 


The so-called Hindu method of rhinoplasty 
was brought to the attention of the English 
public by an account published in the Gentle- 
man's Magazine in 1794. A correspondent who 
signs himself “B. L.,”’ writing under the caption 
“A Curious Surgical Operation,” says:* 


Cowasjee, a Mahratta of the caste of husbandman, 
was a bullock-driver with the English army in 
the war of 1792, and was made a prisoner by Tippoo, 
who cut off his nose and one of his hands. In this 
state he joined the Bombay army near Seringapa- 
tam, and is now a pensioner of the Honourable 

Miscellaneorum Medicinalium, Mentz, 1625. 


\ Treatise on Blood, etc., John Hunter, London, 1794. 
Ihe Gentleman’s Magazine, 1794, lxiv, Pt. 2, No. 4, October. 
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Plate from Gentleman's Magazine, 1794 


Kast India Company. Tor above 12 months he 
remained without a nose, when he had a new one 
put on by a man of the Brickmaker caste, near 
Poonah. This operation is not uncommon. in 
India, and has been practised from time immemorial. 
Two of the medical gentlemen, Mr. ‘Thomas 
Cruso and Mr. James Trindlay, of the Bombay 
presidency, have seen it performed, as follows: 
A thin plate of wax is fitted to the stump of the 
nose, so as to make a nose of good appearance. 
It is then flattened, and laid on the forehead. A 
line is drawn round the wax, and the operator 
then dissects off as much skin as it covered, leaving 
undivided a small slip between the eves. This 
slip preserves the circulation till union has taken 
place between the new and old parts. The cicatrix 
of the stump of the nose is next pared off, and 
immediately behind this raw part an_ incision 
is made through the skin, which passes around both 
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ulve, and goes along the upper lip. The skin is now 
brought down from the forehead, and, being 
twisted half round, its edge is inserted into this 
incision, so that a nose is formed with a double 
hold above, and with its alae and septum below 
fixed in the incision. . This operation is 
very generally successful. The artificial nose is se- 
cure, and looks nearly as well as the natural one; 
nor is the scar on the forehead very observable 
alter a length of time. The picture from which the 
engraving is made was painted in January, 1704, 
ten months after the operation. 

Fig. 1. the plate of wax when flattened. 

Figs. 2 and 3. the plate of wax in the form of the 
nose. 

Fig. 4. 1. figure of the skin taken from the 
forehead; 2. and 3. form of the alae of the new nose; 
4. septum of the new nose; 5. the slip left undivided; 
6.6.6. the incision into which the edge of the skin 
is ingrafted. 


This account caused much comment among 
English surgeons and evidently appealed to 
J. C. Carpue as a procedure to be preferred to 
that of Taliacozzi for in 1816! he published, 
in a beautifully printed quarto, an account of 
his application of the Hindu method. His ac- 
count is accompanied by a splendid historical 
introduction, largely derived from John Thomp- 
son’s’ Lectures on Inflammation.’ Carpue, al- 
though using the Hindu method, gives great 
credit to the work of Taliacozzi as one of the 
earliest operators to demonstrate Galen’s healing 
by first intention, and a practical method of 
skin grafting. Carpue’s narrative is illustrated 
by five splendid plates, the work of Charles 
Turner.*| While his two cases presented dif- 
ferent problems, yet Carpue was able to provide 
fairly presentable nasal appendages in each. 
Although Carpue had earlier described the opera- 
tion to his students, up to the time of his first 
case (1814) he had not actually performed an 
operation of this character; hence as a pre- 
paratory measure he consulted a number of his 
surgical friends and performed the operation 
1An Account of Two Successful Operations for restoring a lost nose 
from the integuments of the forehead, etc. London, 1816. 


2In 1806, John Thompson (1765-1846) was appointed first occupant of 
the chair of Military Surgery in the University of Edinburgh. He had 
commenced life as an apprentice to his father in the silk-weaving trade, 
and later had been apprenticed to Dr. White of Paisley, and studied 
medicine in the universities of Glasgow and Edinburgh. He afterwards 
spent some time in London, working especially under Sir Everard 
Home, the brother-in-law of John Hunter, and there particularly laid 
the basis of a sound knowledge of Pathology. Returning to Edinburgh 
in 1793, he joined the College of Surgeons, and in 1800 was one of the 
six surgeons selected by the Managers of the Royal Infirmary as its 
surgical staff. When the professorship of surgery established by the 
Royal College of Surgeons was founded in 1804, Thompson was 
selected as the first professor. Later he was appointed first occupant 
of the Chair of Pathology established in 1831. e was facetiously 
referred to by Robert Knox, the anatomist, as ‘‘the old chair-maker.” 

‘Edinburgh, 1813, p. 224 et seq. 


_ ‘1773-1857. Distinguished English engraver in stipple and mezzo- 
tint. An Associate of the Royal Academy. 


AN ACCOUNT 


oF 


TWO SUCCESSFUL OPERATIONS 


POR 


RESTORING A LOST NOSE 


PROM THE 
INTEGUMENTS OFTHE FOREHEAD, 
IN THE CASES OF 
TWO OFFICERS OF HIS MAJESTY'S ARMY 
TO WHICH ARE PREPIXED, 
HISTORICAL AND PHYSIOLOGICAL REMARKS 
oN THE 


NASAL OPERATION ; 
INCLUDING 
DESCRIPTIONS OF THE INDIAN AND ITALIAN METHODS 


Yo > 
By J. C. CARPUE, 
NEMBER OF THE ROYAL COLLEGE OF SURGEONS OF LONDON, AND 
FORMERLY SURGEON TO THE YORK HOSPITAL, CHELSEA. 


WITH ENGRAVINGS, BY CHARLES TURNER, 


ILLUSTRATING THE DIFFERENT STAGES OF THE CURE. 


LONDON : 
Printed for Loncman, Hurst, Rees, Oxme and Brown, Paternoster Row ; and sold by 
S. Hicurey, Fleet Street ; and Carrow, Crown Court, Soho. 


1816. 


Title page of Carpue’s monograph 


in his lecture room on the cadaver. The actual 
operation on Case 1 was performed on October 
23, 1814. Healing occurred by first intention, 
and recovery was uneventful other than the 
marked oedema of the rhinoplastic flap which 
became evident on the ninth day, but which grad- 
ually receded. Carpue concludes: 


In the present state of the nose, (see illustration) 
though there is neither bony nor cartilaginous 
septum, yet the interior or projecting part is 
solid, and has every appearance of a natural nose. 
The forehead was completely healed in three months 
with a negligible scar. 


Carpue’s second case was that of a Captain 
Latham who, in 1810, had rescued the colors 
of his regiment, but not before he received 
wounds which left him with a badly mutilated 
nose. The right ala remained, and the problem 
lay in the reconstruction of the entire left side, 
joining the flap to the adherent right. Sir Astley 
Cooper was consulted and agreed with Carpue 
that the flap from the forehead would unite 
with the remaining integument of the nose 
proper. The flap brought down therefore was 
quite different in shape from that in Case 1. 
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In this case there appeared to be more hemor- 
rhage and more inflammation, with the result 
that healing of the graft was longer delayed. At 
a second operation a longitudinal incision along 
the top of the nose enabled the operator to join 
carefully together the new flap with the re- 
maining portion of the nose proper. 

The two cases of Carpue deserve recognition 
inasmuch as they antedate the published opera- 
tions of Karl Ferdinand von Graefe (1787-1840) 
who introduced rhinoplasty in 1818. Carpue’s 
contribution should further be recognized as 
the first successful demonstration in British 
surgery of the application of the forehead flap 
method. 

Joseph Constantine Carpue was born in London 
May 4, 1764. He was originally intended for the 
priesthood, but rebelled against this line of 
endeavor and after many vicissitudes decided to 
study surgery, which he did at St. George's 
Hospital. Shortly after graduation he was ap- 
pointed surgeon to the Duke of York’s Hospital 
at Chelsea. He was distinguished as an anatom- 
ical teacher. For many years he lectured to 


large classes, illustrating his talks with chalk 
His teaching period covered more 


drawings. 
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than thirty years of his life. Among his contri- 
butions should be mentioned his studies 
medical electricity in which he was a pionee: 
He was a member of the Royal Society and «/ 
the Royal College of Surgeons. J. F. Sout! 
mentions him in a deprecating manner, co 
cluding his account with: 

I remember him, a tall, ungainly, good-tempere: 
grey-haired man, in an unfitted black dress, a: 
his neck swathed in an enormous white kerchi: 
very nearly approximating to a jack-towel.! 

In these days of the wide use and unusu 
perfections of the methods of plastic surger 
it is interesting to recall the well-nigh contem; 
tuous regard of the leading British surgeons « 
the day of Carpue’s efforts at rhinoplast: 
The results in his cases, no doubt faithful! 
delineated by Charles Turner, mark Carpue 
an original investigator who was willing to tr 
a new surgical procedure based upon sour! 
physiological reasoning. In his narrative |) 
repeatedly acknowledged his indebtedness | 
Thompson’s work on inflammations. He di 
in 1846, in his eighty-second year. 


1Lancet, 1846, I, 166-168; Feltoe’s Memorials of J. F. South, 1 
p. 102. 
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Billington, W., and Round, H.: 
the Mandible. 
‘xiii, 653. 


Bone Grafting 
Proc. Roy. Soc. Med., Lond., 1930, 


The experience gained in the successful treatment 
of seventy-five cases of compound fracture of the 
mandible due to war wounds by means of bone graft- 
ing is applied by the authors to the treatment of 
cases in civil practice. 

Aiter the patient has been free from the possibility 
of sepsis for a number of months and all septic teeth, 
stumps, and fixation apparatus have been removed, 
the bone grafting operation is performed in the fol- 
lowing manner: 

A curved incision is made over the site in the jaw 
to be grafted, and the area exposed well to either 
side and posteriorly. Care is taken to avoid opening 
into the mouth, for if this is done the operation must 
be postponed until the wound has completely healed. 
The bed for the bone graft is prepared by removing 
a flake of bone from the outer surface of each frag- 
ment for 1 in. away from the gap. A portion of the 
crest of the ilium is then removed from the same side 
as the operation for the bone graft. Rib bone is not 
used as it is too soft and does not develop strength 
equal to that of the mandible. Tibial bone is too 
brittle, cannot be easily bevelled and shaped to fit 
the gap, and is apt to undergo necrosis and separate. 
After the bone gap has been properly prepared, the 
graft is introduced into it, but no attempt is made 
to secure fixation as this has been found to lead to 
failure. The soft tissues are then sewed over with 
chromicized catgut. 

From three to four weeks after the wound has 
completely healed, correction and retention of the 
fragments in the required position are obtained by 
the use of articulating splints such as silver cap- 
splints adapted and cemented to teeth and supple- 
mented by vulcanite extensions. 

The authors report three cases in which repair of 
gaps of the jaw was done successfully by the method 
described. 

The first case was that of a boy eight years of 
age who had a portion of the left side of the body of 
the mandible removed on account of sarcoma. The 
bone graft was inserted six months later. The sec- 
ond case was that of a man aged fifty-one who had 
had a gap in the mandible for forty years as the 
result of an operation for sarcoma. In the third 
case, that of a man aged thirty-three years, a bone 
graft was placed on each side of the body of the 
mandible. Rupovpu §S. Reicu, M.D. 


HEAD AND NECK 


EYE 


Fisher, J. H.: Perforating Wounds of the Eyeball. 
Lancet, 1930, cexvili, 787. 

For the removal of foreign bodies located behind 
the lens, the author prefers the posterior route. He 
describes his method of introducing scleral sutures 
before incising the tissue preparatory to the extrac- 
tion of a foreign body with a magnet or forceps. His 
objection to the older methods of localization led 
him in 1916 to advocate a more accurate procedure 
which he describes in detail with illustrations and 
illustrative case reports. Vircit Wescorr, M.D. 


Swab, C. M.: The Histological Background of the 
Ocular Syndrome in Botulism. -[rch. Ophith., 
1930, iii, 437. 

In experiments with the toxin of clostridium 
botulinum which were carried out on seven dogs, 
six cats, nine rabbits, three guinea pigs. five white 
rats, three cocks, and approximately thirty frogs, 
Swab found that the toxin is a protoplasmic poison 
to peripheral nerve and striated muscle tissues. It 
has an especially selective effect on the peripheral 
nerves. 

The histological changes in the nuclei of the third 
and fourth cranial nerves were round-cell infiltration, 
the packing of lymphoid cells into the parenchyma, 
extravasation of red blood cells, distention of the 
capillaries with erythrocytes, stagnation of blood, 
the migration of lymphoid cells, thickening of the 
capillary endothelium, neuronophagia, chroma- 
tolysis, satellitosis, necrobiosis, nuclear displace- 
ment, nuclear shrinking, vacuolization, powdery 
granulation of Nissl bodies, complete disintegration 
of the ganglion cells, and an increase of neuroglia. 

Similar changes were observed in other parts of 
the midbrain. Besides a diffuse infiltration of small 
round cells beneath the ependymal lining of the 
third ventricle, diffuse round-cell infiltration and 
massive extravasation of erythrocytes occurred in 
the meninges. The meningeal vessels were distended 
with red corpuscles. Thrombosis was not frequent in 
the midbrain. 

The changes in the optic nerves were focal infiltra- 
tration in the parenchyma, a diffuse increase of 
neuroglia, and round-cell infiltration of the pial 
and arachnoidal sheaths. The changes in the optic 
tracts were round-cell infiltration, extravasation of 
erythrocytes, emigration of lymphoid cells, and 
stagnation of blood. The chiasmal changes were 
maximal infiltration, excessive packing of lymphoid 
cells in the parenchyma, and extensive extravasa- 
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tion of red cells. The retinal changes were fat 
formation in the ganglion-cell layer; pyknosis, chro- 
matolysis, and vacuolization of the ganglion cells; 
a powder-like reduction of the pigment granules; 
engorgement of the vessels with red corpuscles; and 
stagnation of blood. In the choroid there was 
maximal infiltration involving all layers. The corneo- 
scleral junction showed round-cell infiltration. In 
the ciliary body, round-cell infiltration was associat- 
ed with an increase in the connective tissue element. 
The exudate consisted chiefly of lymphocytes and 
monocytes, some of which had differentiated into 
polyblasts while others had become transformed 
into plasma cells. The exudate occurred for the 
most part about the vessels, but in many instances 
there was a tendency toward migration into the 
parenchyma. Where maximal infiltration was noted 
as many as fifteen rows of lymphoid cells were pres- 
ent around the vessel. Lesuize L. McCoy, M.D. 


Gay, L. N.: The Treatment of Ocular Tuberculosis 
with Tuberculin. Arch. Ophth., 1930, iii, 250. 

Tuberculin may be used intradermally for diagno- 
sis and subcutaneously for treatment. In diagnosis, 
minute doses of old tuberculin (0.001 mgm.) are 
safer and more accurate than larger doses (from 1 to 
5 mgm.). The treatment consists of subcutaneous 
injections of bouillon filtrate with a dosage which 
begins with o.coooor mgm. and is gradually increased 
over a period of months to 100 mgm. This should be 
repeated weekly for at least three months. .The use 
of bacillus emulsion is inaccurate because of the 
very high dilutions employed (1:100,000,000). 
Constant observation of the eyes is very important. 
If a focal reaction occurs, the subsequent dosage 
should be reduced. 

The thirty cases of ocular tuberculosis reviewed 
by the author presented no other evidence of tuber- 
culosis except hypersensitivity to tuberculin. The 
result of treatment was improvement of vision with 
arrest of the disease which ultimately would have 
caused blindness. 

Tuberculin does not produce healing by a non- 
specific reaction. Its effect is due possibly to im- 
munological desensitization of diseased tissue. For 
the proper treatment of ocular tuberculosis, the 
wide differences between immunological antigens 
and chemical reagents must be recognized. 

Tuberculin should never be employed in the 
treatment of a diseased eye until all foci of infection 
have been removed. Its use is indicated when, after 
from three to six months, removal of infection 
brings no improvement. Lestie L. McCoy, M.D. 


Klauder, J. V., and Robertson, H. F.: The Wills 
Hospital Clinic for the Treatment of Ocular 
Syphilis. Am. J. Ophth., 1930, xiii, 285. 


The proper treatment of syphilis has become very 
complicated, especially in cases in which the eyes 
are involved. At the Wills Hospital, Philadelphia, 
which is devoted exclusively to eye disorders, all 
luetic cases are treated in a special department 
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under the direction of syphilologists. Each case js 
highly individualized, the staff and resident ophthal- 
mologists collaborating in the treatment. Potassium 
iodide is used in all cases. Sodium iodide is given 
intravenously in interstitial keratitis and in lesions 
of the oculomotor nerves. Mercury is indicated 
when arsenicals are not well tolerated. Bismut}) js 
highly regarded, especially for interstitial keratitis, 
SAMUEL A. Durr, M.!) 


Mayou, M. S.: Sarcoma of the Iris. Brit. J. 0, 
1930, Xiv, 152. 

Duke-Elder, W. S., and Stallard, H. B.: Leuco- 
Sarcoma of the Iris. Brit. J. Ophth., 1930, xiv, : <8, 


MAyov states that sarcoma of the iris is rare. It 
may be pigmented or unpigmented. He rej» rts 
four cases of the pigmented type. The growi!) is 
probably always derived from pigmented nevi. {| is 
most frequent between the ages of thirty-five and 
fifty-five years, and slightly more common in fenles 
than in males. It is difficult to tell whether the 
tumor starts at the iris root or near the ligameni um 
pectinatum. The tension is increased by the tend- 
ency of the growth to spread into the fibers of the 
ligamentum pectinatum and the canal of Schlemm. 

The increase in tension may be the only finding by 
which a benign tumor can be distinguished from a 
malignant tumor. It has been claimed that loss of 
iris mobility is an important diagnostic factor. |ut 
the author has not found this to be true. 

DUKE-ELDER and STALLARD review twenty-iive 
cases of leucosarcoma of the iris which they found 
reported in the literature. Slightly more than hai of 
the patients were males. The ages ranged from one 
to eighty years. The duration of the symptoms and 
signs varied from three weeks to twenty years. (ne 
patient complained of pain and five of diminished 
vision in the affected eye. One patient was blind, 
and one had recurrent attacks of hyphemia. || hirce 
gave a history of injury and three of attacks of 
inflammation. 

The tumor involved the temporal half of the iris 
in 4 per cent of the cases, the nasal half in 12 per 
cent, the upper nasal quadrant in 12 per cent, the 
lower nasal quadrant in 16 per cent, the lower half 
of the iris in 28 per cent, and the lower tempural 
quadrant in 32 per cent. 

It was nodular, triangular, diffuse, globular. or 
pedunculated. Obvious vascularity was noted in six 
cases. Nine specimens were described as consis! ing 
of spindle cells, three of round cells, and six of a mix- 
ture of round and spindle cells. Absence of pigment, 
mitotic figures, intercellular tissue, inflammator\ re- 
action, and degenerative changes was notewo" hy. 

The complications were glaucoma, lens opacities, 
and infiltration of the adnexa. 

If the tumor is limited to the iris, remov«! by 
iridectomy is permissible; otherwise, enucle:\ion 
should be done. After iridectomy, the patient sh vuld 
be kept under constant observation. The prognosis 
is relatively good if the tumor is completely removed. 

Leste L. McCoy, M_!). 
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Agatston, S. A.: Retinal Angiospasm: Its Relation 
to Arteriolar Disease. Am. J. Ophth., 1930, xiii, 
300. 

jhe various types of arteriosclerosis as seen in 
the fundus are described. Angiospasm is not only an 
early sign, but also the principal cause, of arteriolar 
disease. Its control would mean the prevention of 
severe types of arteriosclerosis. Benign hypertension 
is merely an early stage of malignant arteriosclerosis. 

Arteriosclerosis is always secondary in young per- 

sons and primary in old persons. Changes in the 

fundus are proportionate to the general development 
of the disease. In the absence of fundus changes, 
arteriosclerosis does not exist. 

SAMUEL A. Durr, M.D. 


Fuchs, E.: Classification of Retinitis. Arch. Ophth., 
1930, lll, 393. 

rhe first neuron or neuro-epithelium consists of 
the rods and cones with their nuclei. A congenital 
aflection of the neuro-epithelium is seen in albinism 
and hemeralopia. An acquired disease is idiopathic 
hemeralopia. Exogenous agents affecting it are light 
rays and the X-rays. Poisonous substances may pro- 
duce acute lesions of the pigment epithelium. Me- 
chanically, the first neuron is at times affected in 
extensive leuakoma or staphyloma of the cornea and 
in softening of the eyeball after perforation and 
escape of the contents. 

The second neuron comprises the inner granular 
laver from which glioma develops through some 
anomaly. In acquired diseases this layer is especially 
predisposed to lesions originating in the vessels. 

The third neuron is composed of a layer of ganglion 
cells and nerve fibers. Congenital lesions of this 
laver of the retina are found in amaurotic idiocy. 
Acquired changes may be found after poisoning by 
methyl alcohol, tobacco, quinine, and arsenic. The 
ganglion cells die rapidly after obstruction of the 
central artery, division of the optic nerve, or atrophy 
of the optic nerve. The small amount of meso- 
blastic tissue within the retina is found in the walls 
of the vessels. Angiomatosis retine is considered 
an anomaly of development. Acquired diseases of 
the retina originating in the vessels are due to an 
abnormal condition of either the blood or the walls 
of the vessels. GeorGe R. McAvurrr, M.D. 


EAR 


Segura, E. V.: Ear Complications in Scarlet Fever 
(Complicaciones 6ticas de la escarlatina). Rev. oto- 
neuro-oftalmol. y de cirug. neurol., 1930, V, 104. 


Suppuration of the middle ear is quite frequent in 
scarlet fever. The author says it occurs in from 5 to 
20 per cent of cases. He does not agree with Politzer 
that severe otitis in scarlet fever occurs early in the 
disease and mild otitis during convalescence. He 
has seen cases in which otitis developing with the 
beginning of the exanthem subsided in a few days, 
and other cases in which otitis beginning late was 
very severe. Some otologists believe that when 
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otitis begins early it is caused by blood infection, 
and when it begins late it is of eustachian tube origin. 
In Segura’s opinion, the infection always occurs 
through the tube from the angina. The streptococcus 
seems to be the causative agent in the majority of 
cases. Cartie says that the scarlet fever virus itself 
may cause the pathological lesions of scarlatinal 
otitis and the resulting suppuration. 

Simple otitis media is associated with pain of 
varying degree and an intense exudative inflamma- 
tion of the mucous membrane which may cause per- 
foration of the tympanic membrane. It causes a 
marked decrease of hearing by bone transmission 
and shows a tendency to heal though it may cause 
mastoid and intracranial complications. In necrotic 
otitis there is, in addition, a very destructive nec- 
rosis which may cause serious complications neces- 
sitating emergency surgical treatment. The factors 
that determine the severity of a case of scarlatinal 
otitis are the patient’s constitution, the pneumatiza- 
tion of the temporal bone, and the virulence of the 
bacteria. The pneumatization of the temporal bone 
is discussed by the author at some length. 

One of the possible complications of acute otitis 
media is labyrinthitis. In any case of scarlatinal 
otitis a careful otoscopic examination should be 
made for signs of involvement of the mastoid. 

A case of simple otitis media can generally be 
cured by the establishment of good drainage. Pre- 
ventive treatment is indicated in all cases of scarlet 
fever. As adenoids favor the development of otitis 
media, they should be systematically removed. The 
nasopharynx should be cleansed with a warm alkaline 
solution of sodium borate and resorcin, methylene 
blue, or neosalvarsan and resorcin in a glycerinized 
solution. Auprey G. Morecan, M.D. 


Holsclaw, F. M., Boehm, C. A., and Bierman, J. M.: 
Otitis Media and Mastoiditis in Infants Under 
Three Months of Age. Am. J. Dis. Child., 1930, 
XXXiX, 747. 

The authors state that diarrhoea in infancy which 
does not respond to dietary management may be due 
to toxins from infection of the middle ear or mas- 
toid. When infection of the middle ear is found, early 
paracentesis of the tympanic membrane should be 
done. If rapid improvement does not follow para- 
centesis and supportive measures, involvement of 
the mastoid is almost certain. Early operation with 
care to open all of the mastoid cells involved offers 
the best chance for recovery and is associated with 
little risk. James C, Braswelt, M.D. 


Bunch, C. C., and Grove, R. C.: Some Effects in 
Later Life of Otitis Media in Infancy. Ann. 
Otol., Rhinol. & Laryngol., 1930, XXxix, I. 

A group of children ranging in age from seven to 
sixteen years who, according to their hospital his- 
tories, had had otitis media in infancy were returned 
to the Johns Hopkins Hospital, Baltimore, for 
otological examination during the period from 
October, 1928, to June, 1929. Roentgenograms 
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showing the development of the mastoid were made 
in fifty-two cases. The cases selected for exami- 
nation were those in which repeated myringotomies 
had been done during the patient’s hospitaliza- 
tion. Thirty ears (19 per cent) had an appreciable 
loss of hearing when examined. Ten of these thirty 
were discharging. Dry perforations were present in 
five. The tympanic membranes do not necessarily 
present evidence of repeated myringotomies after a 
period of years, since in twelve ears of this group 
the tympanic membranes were normal. Except in 
the cases with a discharge, the otoscopic examination 
gave little idea as to the relative hearing power. 

Cases are presented which show that other factors 
besides otorrhoea must play an important part in the 
pneumatization of the mastoid and the loss of acuity 
of hearing. A severe otitis media in infancy does not 
necessarily result in arrest of the process of pneu- 
matization of the mastoid. Roentgenograms of the 
mastoids can be interpreted only in conjunction 
with clinical evidence, as an extensive pneumatiza- 
tion may be present after an otitis media of five 
years’ duration and, on the other hand, dense sclero- 
sis may be present after an otitis media of only four 
months’ duration. 


NOSE AND SINUSES 


Shaheen, H. B.: Nasopharyngeal Fibroma. J. Luar- 
yngol. & Otol., 1930, xlv, 250. 

The author reviews fifty-eight cases of nasopha- 

ryngeal fibroma. Nasopharyngeal fibromata are 


usually of basioccipital or basisphenoid origin. They 


consist almost entirely of fibrous tissue rich in blood 
vessels, and at times may show inflammatory, 
cystic, myxomatous, sarcomatous, or carcinomatous 
changes. By extension, they may involve the eusta- 
chian tube, septum, sphenoid, or antrum. While 
they are clinically malignant, they do not produce 
metastases. At first, mouth breathing may be the 
only symptom, but as the growth extends, headache, 
epistaxis, deafness, lachrymation, diplopia, and 
asvmmetry of foci may occur. 

The tumors must be differentiated from nasal and 
antral polyps, sarcoma, and carcinoma. 

The author operates on nasopharyngeal fibromata 
under chloroform anesthesia. Moure’s lateral rhi- 
notomy gives the best access. The base of the 
growth is first attacked from the mouth and freed 
from the basal aponeurosis. Profuse bleeding occurs, 
but soon stops. When the patient’s condition is 
poor, palliative treatment is given with the roentgen 
rays, diathermy, or radium. 

In the cases reviewed there were four deaths, 
three due to postoperative shock and one to menin- 
gitis. Georce R. McAuutrr, M.D. 


Jones, E. L.: Iodized Oil as an Aid in the Diagnosis 
of Chronic Maxillary Sinus Disease. Arch. 
Otolaryngol., 1930, Xi, 475. 

In diseases of the maxillary sinus the use of 
radiopaque oil is an important diagnostic procedure. 
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The oil should be employed whenever doubt exists 
as to the presence or nature of disease of the sinus. 
The author includes in his article a series of roent- 
genograms showing typical filling defects. 

The iodized oil is injected into the antrum by 
means of a small trocar introduced through the 
inferior meatus of the nose. In suppurative cases 
the preliminary study includes roentgenography and 
lavage with a physiological solution of sodium 
chloride. In non-suppurative cases the irrigations 
are omitted. Complete filling of the sinus is ad\o 
cated. Roentgenograms are made with the patient 
in Water’s position. The sinuses are allowed io 
empty without interference since the cavity usual|\ 
drains in from twenty-four to forty-eight hours 

The roentgenograms following the injection of ihe 
oil indicate whether the membrane is thickened, 
smooth, or polypoid. The size, shape, and capa: 
of the antrum can be accurately determined. \o 
harmful effects from the use of this method have 
been noted, but iodized oil should be employed with 
caution in the cases of patients with toxic goiter 
active tuberculosis, or idiosyncracy to iodine. 

W. M. Paton, M.! 


MOUTH 


Padgett, E. C.: The Repair of Cleft Palates After 
Unsuccessful Operations, with Special Refer- 
ence to Cases with an Extensive Loss of Palatal 
Tissue. Arch. Surg., 1930, XX, 453. 


In 1764, Le Monnier, a French dentist, reported 
the first successful repair of a cleft velum. Later 
successful results were obtained by von Graele o! 
Germany in 1817, Roux of France in 1819, anid 
Warren of America in 1820. Dieffenbach report«! 
the first successful closure of both the hard and the 
soft palate in 1834. Baizeau, in 1853, and voi 
Langenbeck, in 1861, claimed originality for the 
operation of Dieffenbach with its lateral incision: 
but today the operation bears the name of vin 
Langenbeck. 

Fergusson has generally received credit for ti: 
advocating severance of the palatal muscles (154 
and also for suggesting osteotomy of the horizont: 
processes of the palatal bones to obtain relaxation 
(1873). It appears, however, that the former pro 
cedure was first carried out by Froriep in 1823 an 
the latter procedure by Dieffenbach in 1826. }3i/! 
roth, in 1861, made the suggestion that the hamu! 
processes be fractured to relieve tension. The 
of the mucosal flap from the septum to aid in 1! 
repair of the fissure was done first by Lannelon: 
in 1877. The “‘criss-cross flap” operation of Davi 
Colley for closure of the hard palate was repori«'! 
in 1890. In 1893, Brophy suggested the wir! 
operation for bringing the separated alveolar rid; 
together at an early age. Finally, in 1902, the Li: 
operation, an extension of the principle of the Davi 
Colley flaps to both the hard and the soft palate, \ 
introduced. 

The von Langenbeck operation with its lateral : 
laxing incisions, loosening of the raphe at the p 
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terior end of the palatal bones, and preservation 
of the posterior palatine artery to each flap seems to 
have withstood the test of time for the routine case 
and doubtless is justly the most popular operation 
for the usual cleft palate. 

One of the outstanding needs in surgical interven- 
tion of the cleft palate today is a workable procedure 
which effectually lengthens the soft palate. 

{he author classifies cases with severe damage 
of the palate into the following three groups: 

1. Those in which midline union is probable or 
has occurred, but the velum is markedly atrophic 
or definitely shortened by a cicatrix. 

2. Those in which, after operation, the tissue of 
the hard palate is preserved so that the closure of 
the hard palate has been obtained or is obtainable, 
but a considerable part of the velum has been lost. 

3. Those in which a previous operation has re- 
sulted in sloughing of so much of the hard and soft 
palates that repair is impossible without the use of 
tissue from other sources than the mouth. 

The obvious need in cases of the first group is the 
addition of tissue without interference with mobility 
so that the velum can come in contact with the 
posterior pharyngeal wall. In palates of the second 
and third groups, any soft-tissue diaphragm built 
in to take the place of the soft palate or the whole 
palate, respectively, which does not obstruct breath- 
ing ought to be an aid in closing off the nasopharynx 
from the oropharynx in the act of articulation. 

Padgett reports two re-operations performed for 
failures resulting in deformities of Group 1 and two 
for failures resulting in deformities of Group 2. A 
mucous flap was raised from the posterior pharyn- 
geal wall and sutured to the defective posterior part of 
the palate after the edges had been freshened by turn- 
ing small flaps on them. The flap was severed from 
the posterior wall in one case, but was left attached 
in the three others. During a period of observation 
ranging from ten months to two and one-half years 
improvement in articulation has been noted in all 
of the cases. It is described as ‘“‘definite,”’ ‘fairly 
marked,” “‘remarkable,”’ and, in one case of mental 
deficiency, ‘difficult to judge.’’ One of the patients 
reported difficulty in breathing during a cold. 

Following the operations in the first two cases, 
which were performed in February, 1927, Kirkham 
reported a case in which he sutured together the 
superior constrictor muscle of the pharynx at the 
sides of the pharyngeal cavity. Speech was nearly 
normal during the three days that the stitches held. 
Kirkham was led to believe that the shortening 
of the loop of the superior constrictor muscle was 
significant and had more of a bearing on correct 
articulation than had been thought. In 1865 Pas- 
savant called attention to the hypertrophy of the 
superior constrictor muscles of the pharynx in the 
patient with cleft palate. Overdevelopment of the 
superior constrictor muscle is attributed to the fact 
that this is the only muscle used by the patient with 
cleft palate to close off the nasopharynx from the 
oropharynx in articulation. 
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The author attributes some of the improvement 
in speech in one of his cases to a tendency of the 
superior constrictor loop of muscle to be pulled for- 
ward somewhat by the flap which connects the velum 
with the posterior pharyngeal wall, but he believes 
that more important than the tendency of the for- 
ward pull is the narrowing of the pharynx obtained 
by removal of the central mucosal strip. 

Other ideas on palate lengthening have been ad- 
vanced by Schoenborn, Passavant, Sedillot, Rosen- 
thal, Von Kuster, Blair, Dorrance, Limberg, and 
Lvoft. 

In persons in whom only remnants of both the 
hard and the soft palates remain after operations 
followed by sloughing a substitute for palatal tissue 
can be built from tubed pedicled flaps from either 
the neck or the arm. The chief question is whether 
or not a complete new palate built in with inert 
tissue is of enough functional value to compensate 
the patient for the tedious operative procedure. 

Padgett reports three cases of the Group 3 type. 
One of the patients, a girl, showed marked improve- 
ment in speech and even palatal movement follow- 
ing restoration of the palate by a tubed flap from 
the arm and a mucosal flap from the pharynx. 
Another, an infant, died during the course of repair 
which was being made by jumping a tubed flap from 
the chest to the cleft lip and alveolus and then into 
the palate. The third patient, a man, acquired 
nearly normal speech following repair by a tubed 
flap from the arm and a mucosal flap from the phar- 
ynx. A tracheotomy was necessary in this case, and 
the possibility that it may be necessary should be 
considered in every case. 

The ideal of the repair of a palatal defect by a 
flap from elsewhere than inside the mouth is rather 
ancient. The first to attempt such repair was Bla- 
sius who used a flap from the neck, but was unsuc- 
cessful. Thiersch, in 1867, and Rotter, in 1869, em- 
ployed the principle successfully. Later the method 
was successfully emploved by von Eiselsberg and 
Blair. James B. Brown, M.D. 


PHARYNX 


Pierson, P. H.: Posttonsillectomic Pulmonary 
Abscess: Medical Aspects. Arch. Otolaryngol., 
1930, Xi, 270. 

Holman, E.: Posttonsillectomic Pulmonary Ab- 
scess: Factors in Healing. Arch. Ololaryngol., 
1930, Xi, 287. 

Schall, L. A.: Pulmonary Abscess Following Ton- 
sillectomy; Bronchoscopic Considerations As 
an Aid to the Surgeon. -trch. Ololaryngol., 1930, 
Xi, 300. 

PIERSON states that pulmonary abscesses follow- 
ing operations on the upper respiratory tract or 
teeth may be produced by aspiration or emboli. The 
anaérobes may be of importance in the formation of 
abscesses in otherwise merely pneumonic processes. 
In the diagnosis and treatment of pulmonary ab- 
scess, physical signs are less helpful than a care- 
fully recorded history and a series of roentgeno- 
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grams. The bronchoscopist and surgeon should be in 
frequent consultation with the internist. 

The development of pulmonary abscess after 
tonsillectomy is best prevented by thorough exam- 
ination of the patient before the operation to rule 
out acute and localized pulmonary disease, and by 
careful attention to hygiene of the mouth before and 
after the operation. 

HOLMAN states that accurate localization of the 
abscess by stereoscopic and lateral roentgen exami- 
nation is imperative. Needling without direct 
visualization of the abscess by the resection of ribs is 
absolutely contra-indicated. The danger of pleural 
infection in the absence of adhesions between the 
parietal and visceral pleure is obvious. Holman 
recently saw a case in which death occurred from 
massive empyema following the intercostal aspira- 
tion of an intrapulmonary abscess. 

If the parietal and visceral pleure are not adherent 
at the time the rib is resected, the wound should be 
packed with gauze to approximate the two pleure 
by pressure. Several days later the abscess may be 
opened by incising the pulmonary tissue with a 
black (not red) cautery to char the tissue slowly and 
seal the pulmonary veins against a possible fatal 
embolism of air or pus. 

The number of ribs resected should be sufficient to 
permit rather extensive cauterization of the in- 
volved pulmonary tissue. The cauterization may be 
done in two or more sittings. Care is necessary to 
avoid getting beyond the adherence of the visceral 
and parietal pleura, but wide cauterization is essen- 
tial to secure adequate drainage of all of the pockets 
of pus surrounding the main abscess. 

The use of heavy rubber tubing for drainage is 
contra-indicated because of the danger of injury to 
the pulmonary tissue from contact with the hard 
inflexible tube. Such injury has resulted in fatal 
hemorrhages and cerebral emboli. The cavity 
should be well packed with gauze smeared with 
petrolatum or with acriflavine gauze to serve as a 
bulwark against which the lung may find support 
during the expiratory effort of coughing. This is 
most important in the immediate postoperative pe- 
riod in order to avoid bronchogenic spread of the in- 
fection by the accumulation of pus in the bronchi 
surrounding the abscess. 

Drainage should be supplemented by absolute 
rest in bed and the usual supportive measures until 
all evidence of the abscess has disappeared. 

The residual bronchial fistula may close sponta- 
neously, but healing may be accelerated by the 
repeated injection at intervals of from two to four 
days of a paste composed of 30 parts of bismuth 
subcarbonate to 70 parts of petrolatum. A large 
fistula which shows little sign of closing must be 
treated by mobilization of the surrounding pul- 
monary and fibrous tissue, inversion of the bronchial 
opening, and the resection of additional ribs over- 
lying the cavity. 

Large chronic abscesses with rigid non-compress- 
ible walls will require more extensive operations 
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such as phrenicotomy or partial or complete para- 
vertebral thoracoplasty. When an entire lobe is 
riddled with multilocular abscesses, lobectomy may 
be necessary. The method of choice for lobectomy, 
is probably a combination of Archibald’s principle 
of collapsing the wall of the chest to approximate 
the hilus and the chest wall and Whittemore’s 
method of exteriorization of the lobe with sul)se- 
quent removal by repeated cauterization. 

SCHALL states that the bronchoscopist may 
the thoracic surgeon in localizing an abscess 
following the pus stream to its source and by ma! 

a pneumographic examination. 

The bronchoscopist can improve drainage 
dilating strictures and removing granulation ti 
obstructing the bronchus. 

In certain cases, bronchoscopic sounding permit 
the surgeon to open the abscess by cutting dow: 
the bronchoscope. James C. BRASWELL, M 


NECK 


Curtis, G. M.: Intrathoracic Goiter. 
North Am., 1930, X, 313. 


Surg. | 


In presenting a case of intrathoracic goiter. the 
author discusses the various types of intratho: 
goiter, their frequency, and their mortality. |} 
roentgenological study in a series of such cases he 
found that after operation the trachea resumes 
normal position in eight weeks. 

Intrathoracic goiters are usually nodular. The 
occur more frequently on the left than the right sie 
probably because of the position of the innominite 
artery and the superior vena cava. Their blo 
supply is maintained from above. As.a rule th 
do not become adherent. They tend to grow 
undergo cystic and degenerative changes, especi:!!\ 
vascular changes with resulting haemorrhages 
Ultimately they may undergo malignant dege: 
eration. 

Even when there are relatively few symptom 
of compression or thyrotoxicosis, operation is 
visable. W. O. Jounsox, M1) 


Pemberton, J. DeJ.: Goiter: Management of |! 
Poor Surgical Risk. Arch. Surg., 1930, xx, 50 


The introduction of iodine in the pre-opera(i 
preparation of patients with exophthalmic goiter 
been the most momentous single advance in ‘he 
treatment of diseases of the thyroid gland. Sur; 
of this gland has now been placed on a sound |::5! 
similar to that of other branches of general sury: 
Prior to the use of iodine, the mortality rate 
high, but today uncertainty has been replace: | 
safety. 

A review was made of all patients with exopht'\.I- 
mic and adenomatous goiter operated on in 
Mayo Clinic in the period from January, 1920 
December, 1928, to determine the influence on | he 
mortality rate of the patient’s age, the duration 0! 
the disease, and the severity of the hypothyroi’ 
as indicated by the basal metabolic rate. Du 
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this period 7,252 patients were operated on. The 
mortality rate was 0.9 per cent in cases of exophthal- 
mic goiter and 1.3 per cent in those of adenomatous 
goiter with hyperthyroidism. 

hy reducing the incidence and severity of the 
postoperative reactions, the most uncertain of the 
operative hazards, iodine medication has made it 
possible to evaluate more accurately other factors 
influencing the surgical mortality rate. By proper 
evaluation of potential dangers, the surgeon is 
enabled today to predetermine with a reasonable 
degree of accuracy the surgical hazard of the patient 
with goiter. The success of the operative treatment 
is dependent largely on the avoidance of prolonged 
general anesthesia and technical errors. In the 
postoperative care of the handicapped patient close 
supervision is of great importance. Treatment with 
oxygen is a valuable measure in postoperative pul- 
monary oedema, pneumonia, and respiratory obstruc- 
tlon. 


Gillespie, M. G.: Postoperative Hypothyroidism. 
Minnesota Med., 1930, xiii, 235. 

The author reports the findings of a follow-up 
examination of 209 patients who had been subjected 
to thyroidectomy for goiter from one to seven vears 
previously. In 25 patients (approximately 8 per 
cent) a definite hypothyroidism or myxoedema was 
present with a basal metabolism ranging from —15 
10. — 44. 

Twenty patients with basal metabolic rates rang- 
ing from —10 to —15 were not materially benefited 
by thyroid medication. The chief complaints in the 
cases of hypothyroidism were weakness and fatigue, 
and the chief objective findings oedema and a low 
metabolic rate. 

The author draws the following conclusions: 

1. Persons operated upon for goiter should be 
subjected to more careful study, especially as re- 
gards the metabolism. 

2. In all cases of definite hypothyroidism, proper 
thyroid medication will cause improvement. 

FRANK J. McGowan, M.D. 


Simonds, J. P., and Brandes, W. W.: The Size of 
the Heart in Experimental Hyperthyroidism. 
Arch. Int. Med., 1930, xlv, 503. 


The authors state that it is difficult to obtain 
accurate data on the effect of hyperthyroidism on 
the size of the heart. Willis and Boothby have ob- 
served that the hearts of most patients with exoph- 
thalmic goiter and adenomatous goiter with hyper- 
thyroidism are moderately enlarged. The experi- 
mental work on the effect of hyperthyroidism on the 
size of the heart which has been recorded in the 
literature appears to have been limited to rats and 
rabbits. Simonds and Brandes report experiments 
on eleven dogs. Ten of the dogs were given 10 gm. 
and one dog was given 20 gm. of desiccated thyroid 
daily for periods varying from twenty-two to one 
hundred days. The results led to the following 
conclusions: 
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1. Desiccated thyroid fed daily to healthy dogs 
may produce hypertrophy of the heart. 

2. The hypertrophy is related to the body weight 
and occurs in animals which have lost more than 
from 25 to 35 per cent of their original body weight. 
When the weight loss exceeds 35 per cent, the heart 
loses the weight it gained in hypertrophy so that 
finally the ratio between the body weight and the 
heart weight approaches that of simple inanition. 

3. The hypertrophy involves all of the heart, but 
the increase is slightly greater in the left ventricle 
than in the other chambers. R. V. B. Suter, M.D. 


Thompson, W. O., Brailey, A. G., Thompson, P. K., 
Cohen, A. C., and Thorp, E. G.: The Range of 
Effective Iodine Dosage in Exophthalmic Goiter: 
II. The Effect on the Basal Metabolism of 
the Daily Administration of One-Half Drop of 
Compound Solution of Iodine. III. The 
Effect on the Basal Metabolism of the Daily 
Administration of One-Quarter Drop of Com- 
pound Solution of Iodine and of Slightly 
Smaller Doses, with a Summary of Results to 
Date. -Arch. Int. Med., 1930, xlv, 420, 430. 


In the first of these two reports the authors re- 
view twenty unselected cases of exophthalmic goiter 
in which the average basal metabolism at the time 
of the patient's admission to the hospital was +54 
and one-half drop of compound solution of iodine (3 
mgm. of iodine) was given daily. The results of the 
treatment are summarized in two tables and seven 
charts and compared with the results obtained in a 
series of cases previously reported in which one 
drop of the compound solution was given daily. 

Sixty-five per cent of the cases showed a reduction 
in the basal metabolic rate of 10 per cent or more. 
The average maximum response occurred in seven 
days. As compared with the cases treated with one 
drop of the solution, the average reduction in the 
metabolism was only about half as great, a response 
was obtained in 23 per cent fewer cases, and the total 
reduction was less. It is therefore apparent that in 
the geographical region in which the tests were 
made one-half drop of the solution is insufficient to 
produce the maximum reduction in the basal me- 
tabolism. 

In the second of these reports the authors review 
fifteen unselected cases of exophthalmic goiter with 
a basal metabolism of +62 at the time of admission 
to the hospital which were treated with one-quarter 
drop of compound solution of iodine daily and six- 
teen cases with a basal metabolism of +32 at the 
time of admission which were treated with one-fifth 
drop of the solution. The results are summarized in 
eight tables and ten charts and compared with 
those obtained with one drop and one-half drop of 
the solution. They show that there is a minimum 
amount of iodine that can produce a maximum point 
of saturation of the gland with an associated reduc- 
tion in the basal metabolism. Amounts less than 
this minimum cause proportionately less improve- 
ment. In some cases small doses may interfere with 
the etfect of large doses. 
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The authors conclude that from the standpoint of 
exophthalmic goiter the indiscriminate use of iodine 
in any form in the treatment of goiter is probably 
harmful. W. O. Jounson, M.D. 


Barr, D. P., and Bulger, H. A.: The Clinical Syn- 
drome of Hyperparathyroidism. Am. J. MW. Sc., 
1930, CIXXiX, 440. 


Experimental hyperparathyroidism may be pro- 
duced by the injection of too much parathormone 
(Collip). The first symptoms are restlessness, re- 
spiratory distress, vomiting, and diarrhoea. These 
are followed by hematemesis, melena, collapse, and 
death. There is an increase in the calcium content of 
the blood accompanied by an increase in the excre- 
tion of calcium and phosphorus. Metastatic cal- 
cification has been observed in certain organs. In 
clinical cases resembling this condition which have 
been reported the most interesting finding was 
hyperplasia of the parathyroid glands. 

The authors review briefly twenty-nine cases of 
parathyroid tumors collected from the literature. 
In about 60 per cent there was disease of bone such 
as osteitis fibrosa cystica, rickets, or osteomalacia. 
Osteitis fibrosa cvstica, the most frequent finding, 
is more common in females than males and usually 
occurs in adult life. The cysts and tumors affect 
principally the long bones; pathological fracture 
may be the first sign. Microscopically, the tumors 
show hemorrhages and closely resemble giant-cell 
sarcoma of the epulis type. In some cases, softening 
and rarefaction of bone occur. In 1926, Mandl re- 
moved a parathyroid tumor in a case of osteitis 
fibrosa. In cases of this type there is a marked dis- 
turbance of calcium metabolism which is manifested 
by a high excretion of calcium in the urine and an 
increase of the calcium content of the blood serum. 
Calcium stones in the kidneys and ureters have been 
reported. Calcium deposits may be found in many 
organs and tissues. Functional muscular changes 
may occur. The authors report a case of osteitis 
fibrosa cystica with bone cysts, giant-cell tumors, 
decalcification and softening of bone, muscular 
hypotonia, nephrolithiasis, and hypercalcemia. Re- 
moval of a parathyroid tumor caused almost fatal 
tetany, but arrested the progress of the disease and 
resulted in some improvement. In a second case in 
which the removal of a parathyroid tumor was 
followed by improvement, the osteitis fibrosa cystica 
involved only the jaws. Barr and Bulger report 
also four other cases in which studies of the cal- 
cium metabolism showed hypercalcemia with clini- 
cal evidence of hyperfunction of the parathyroid 
glands. 

Hypercalcemia should always arouse the suspicion 
of hyperparathyroidism; it is the only clinical sign 
of any great diagnostic importance. There seem to 
be no entirely valid reasons for deciding whether 
parathyroid hyperplasia is primary or secondary in 
osteitis fibrosa. In multiple myeloma it is probably 
secondary to the bone changes. 

VERNE G. BurDEN, M.D. 


Arbuckle, M. F.: The Cause and Treatment of 
Cicatricial Stenosis of the Larynx. Ani. () 
Rhinol. & Laryngol., 1930, XXxix, 134. 

The chief cause of necrosis of the laryngeal tissves 
is infection. The infection may be due to streyto- 
cocci and allied pathogenic organisms, but most 
commonly is caused by the diphtheria bacillus, 
either alone or in association with other organisins, 
It may be the sequela of external trauma. Chon- 
dritis and perichondritis with subsequent stenvsis 
may be caused by trauma during the course of 
treatment of laryngeal diphtheria or any form of 
acute obstruction of the larynx. Pressure on the 
cartilage of the larynx by a tracheotomy tube pliced 
too high is one of the most frequent causes oi 
laryngeal stenosis. 

The treatment of cicatricial stenosis \ 
according to the type of the condition. In stenosis oj 
the supraglottic hypertrophic type the scar tissue 
can be removed with instruments and the eleci ro 
cautery. Bouginage is of value to stimulate resvrp- 
tion. Destruction of the cartilage and perichond: 
results in more marked stenosis. 

Laryngostomy has been successful, but is tec 
and time consuming. For resistant cases of | 
atresia the author has devised a method of relining 
the reconstructed larynx with a Thiersch graft. He 
has employed this technique in four cases, wit) a 
successful result in three. After preliminary lary1.yo- 
fissure and removal of the scar tissue from the 
lumen, a piece of sea sponge cut to fit the recon 
structed lumen and covered by a Thiersch gra‘ 
placed in position. Expulsion of the obturato: 
prevented by a retaining suture. At the end of cizht 
days the stay suture is cut and the sponge withdraw: 
by direct laryngoscopy. Additional treatment is un 
necessary. The one failure occurring in the auth: 
four cases was due to contamination of the grat! 
vomiting. 

The use of electrically heated bougies in « 
tricial stenosis has proved quite satisfactory. | 
method was introduced by Dean. The bougi: 
heated to 40 degrees C. and left in place for thirt: 
minutes. The treatment is repeated at intervals vi 
four or five days over a period of from eight to ten 
months. The size of thelumen is gradually increase. 
The author reports three cases in which this proie- 
dure was used. W. M. Paton, M.! 


Zambrini, A. R., Basavilbaso, J., and Becco, k.: 
The Present Status of the Treatment of Cancer 
of the Larynx (Estado actual del tratamiento 
cancer de la laringe). Rev. Asoc. med. argent., 

xlili, 63. 


In cancer of the larynx irradiation with ra: 
at a distance does not seem to be effective, {: 
large enough doses are used they cause painful 


lesions. The application of radium within the 

ynx is possible, but as it requires tracheotomy the 
authors believe it should be reserved for inoper 
able cases. They emphasize that in judging the re- 
sults of radium irradiation it is necessary to tke 
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into consideration the fact that radium has generally 
been used in only the most advanced cases of cancer 
of the larynx. 

fhe statistics of the National Radium Institute 
since 1924 show ninety-six cases given radium treat- 
ment. Of the eight patients treated in 1924 none is 
alive; of the five treated in 1925, only one is living; 
of the sixteen treated in 1926, two are living; of the 
twenty-eight treated in 1927, five are living; and of 
the twenty-three treated in 1928, nineteen are living. 

Coagulation by diathermy has been done fre- 
quently of late. The authors think it an excellent 
supplementary method to surgery. Resection of the 
superior laryngeal nerves has also been tried, but has 
no effect on the growth of the tumor. 

Surgical treatment may consist of either pharyn- 
gotomy or total laryngectomy. The former is the 
ideal operation for circumscribed laryngeal tumors. 
Its mortality is low, and it does not injure the voice 
or interfere with respiration. It is indicated only 
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when the tumor has not passed the midline. All re- 
currences after this operation have developed in 
cases in which it was done after the tumor had in 
vaded the subglottic region. Total laryngectomy is 
indicated in cases in which it is apparent that 
pharyngotomy will not be successful. The contra 
indications are cachexia, serious disease of the lungs 
or heart, ulcerations of the skin, and enlarged glands 
in the mediastinum. As laryngectomy is a serious 
and mutilating operation, some surgeons do not 
favor it. The patient also is apt to reject it when he 
learns that it will cause the loss of his voice and 
necessitate the continuous wearing of a cannula. 
However, in cases too advanced to be helped by the 
less radical operation it is the only means of saving 
life. 

The authors conclude that the best treatment for 
cancer of the larynx is surgery supplemented by the 
various physical measures. 

AuprREY G. Morcax, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Reuben, M. S., and Chasnoff, J.: 
Pressure Syndrome. 
201. 


listerna Magna 
Arch. Pediat., 1930, xvii, 


The authors advocate cisternal puncture in cases 
of meningitis with a rapid pulse and respiration and 
a high or low temperature but no pulmonary signs. 
They believe that the symptoms are due to pressure 
exerted on the medulla and pons by distended 
cisternae and are not the result of infection or 
toxemia. In many cases they have noted immediate 
improvement following cisternal tap. 

At the first tap no serum is introduced, regardless 
of the character of the removed fluid. If the symp- 
toms recur, another tap is performed. If the fluid 
withdrawn is turbid and the previous examination 
revealed organisms, serum is introduced, but the 
amount does not exceed half the amount of fluid 
withdrawn. As in these cases the cisterna appar- 
ently does not communicate with the rest of the 
subarachnoid space, spinal tapping will not relieve 
symptoms caused by a distended cisterna. The 
condition is always fatal if the syndrome is allowed 
to continue without relief for seven days. 

The anatomy of the cisternae and the character 
of the ventricular and spinal fluid in meningitis 
are discussed. Rozpert ZOLLINGER, M.D. 


Walker, C. B.: Lesions of the Chiasmal Region. 
Am. J. Ophth., 1930, xiii, 198. 


This report consists of two parts, an anatomical 
part and a pathological part. 

The anatomical part, illustrated by two composite 
drawings, gives detailed descriptions of the dia- 
phragma sellx, the meningeal coverings of the 
hypophysis, the circle of Willis, the chiasma, and the 
course and relations of the third, fourth, and sixth 
cranial nerves. Walker notes that the chiasma varies 
remarkably with respect to the diaphragma in both 
the vertical and the anteroposterior planes. The 
vertical distance between the chiasma and the 
diaphragma ranges from contact to an interval of 
10 mm. In the anteroposterior plane the chiasma is 
found on the chiasmal sulcus in 5 per cent of the 
cases, on the central part of the diaphragma in 12 
per cent, on the posterior half of the diaphragma 
and anterior part of the dorsum sell in 79 per cent, 
and entirely behind the diaphragma in 4 per cent. 

In the pathological section of the report the author 
discusses aneurisms, primary gliomata of the chiasma, 
craniopharyngeal pouch tumors, other suprasellar 
tumors, pituitary syndromes, meningiomata of the 
tuberculum sella, olfactory groove meningiomata, 
and orbito-ethmoidal osteomata. 
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Aneurisms of the basal vessels are not uncomnion, 
their incidence being from 1 to 2 per cent. Half of 
them lie close to the chiasmal region. Some of them 
are associated with definite syndromes. Usuully 
some of the cranial nerves are involved and blood is 
found in the spinal fluid. ‘Recurrent leakage o/ an 
aneurism affecting branches of the fifth nerve and 
some or all of the third, fourth, and sixth nerves thay 
cause pain, migraine, and more or less ophtha!mo 
plegia. It accounts for many ‘‘migraine palsie: 

Primary gliomata of the chiasma were found in 3 
per cent of Cushing’s 233 cases of tumors afle: ‘ing 
the chiasmal region. Chiasmal tumors may c:use 
primary optic atrophy, atypical hemianopic ce- 
fects, excavation of the optic canals causing the 
sella to appear pear-shaped in the roentgenogram 
and unilateral exophthalmos. Occasionally they ure 
associated with von Recklinghausen’s disease. 

Craniopharyngeal pouch cysts are for the iost 
part suprasellar and cystic and occur in children and 
young adults. On X-ray examination, calcareous 
deposits can be demonstrated in about 85 per cent 
of these tumors, whereas in pituitary adenomuata 
calcium deposits are very rare. 

Suprasellar tumors other than those of Rathke’s 
pouch are about equal in frequency to tumors of 
pouch origin. They comprise suprasellar meninyio- 
mata, hypophyseal adenomata with a normal sella, 
cholesteatomata, gliomata of the third ventricle, 
and gliomata of the chiasma. The symptoms pro- 
duced by them vary according to their growth and 
extension. The field defects are varied. If the tumor 
is in the midline, a bitemporal defect is found, but if 
the tumor is asymmetrical, any variation u) to 
homonymous hemianopsia is possible. Pressure and 
extension upward produce third ventricle symptoms 
of adiposity, diabetes insipidus, and hypersomnia. 
More extensive growths may produce the following 
syndromes, which are more commonly associ:ted 
with tumors of the third ventricle: (1) the estra- 
pyramidal syndrome of bradykinesia and rigidity, 
(2) the thalamic syndrome of central pain and pain- 
ful hypertonicity, (3) Parinaud’s syndrome (parily- 
sis of conjugate vertical movement of the cye- 
balls); and (4) Ley’s syndrome (hemichorea). 
Lateral extension may affect the uncinate gyrus and 
cause all or part of the uncinate syndrome. !’res- 
sure downward on the hypophysis and infwniib- 
ulum may produce secondary pituitary involvement 
with distortion of the sella and clinoids. 

The pituitary syndromes described are hypo!tu- 
tarism, including Simmonds disease due to in‘arct 
in the vessels of the anterior lobe of the hypoj)ysis 
and producing early senescence (progeria); bh) per- 
pituitarism; dyspituitarism; and apituitarism. 

Davw J. Inpasrarto, iD. 
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Greenfield, J. G.: Acute Disseminated Encephalo- 
myelitis as a Sequel to ‘‘Influenza.”’ J. Path. 
Bacteriol., 1930, xxxiii, 453. 

his is a well-illustrated article reporting two cases 
of cncephalomyelitis following ‘“‘influenza.’”’ The 
pathological changes were essentially those found in 
encephalomyelitis following vaccination smallpox or 
measies. The lesions consisted mainly of perivas- 
cular areas of demyelinization and were discovered 
throughout the central nervous system. 

In the author’s opinion, these cases support the 
view that acute disseminated encephalomyelitis is 
adisease entity which may be brought on or directed 
against the nervous system by certain febrile or 
exanthematous conditions. 

Davin J. Impastato, M.D. 


D’Aunoy, R., Friedrichs, A., and Zoeller, A.: 
Gumma of the Brain. Am. J. Syphilis, 1930, xiv, 
175. 

\ woman twenty-eight years of age was admitted 
to the hospital in a stuporous condition on Septem- 
ber 12, 1929. The illness had begun in the preceding 
May. Physical examination disclosed signs of ad- 
vanced cerebral compression with bilateral papillae- 
dema and neuroretinitis. Examination of the spinal 
fluid showed a negative Wassermann reaction, 18 
cells, and globulin 1+. The Wassermann test of 
the blood was positive. The patient died twelve 
days after her admission with signs of diffuse 
pneumonitis. A clinical diagnosis of cerebral tumor 
was made. Autopsy disclosed cerebral tumor and 
diffuse meningo-encephalitis. Histological examina- 
tion showed the tumor mass to be a gumma. 

After a review of the literature, the authors con- 
clude that there are no pathognomonic signs of 
cerebral gumma to differentiate it from other cerebral 
growths. Serological testsare of very little help and 
the therapeutic test is of no value. The treatment 
of these tumors is like that of any other cerebral 
neoplasm but should be supplemented by specific 
therapy. Davip J. Impastatro, M.D. 


Shelden, W. D., and Lillie, W. I.: The Importance 
of the Visual Fields as an Aid in the Localiza- 
tion of Brain Tumors. J. Am. AM. Ass., 1930, 
XC1V, 677. 

The authors report seven cases demonstrating the 
significance of the visual fields in a study of tumors 
of the brain and the many variations which such 
studies reveal. 

Case 1 presented typical fields in the presence of a 
tumor of the olfactory groove. ‘Tumors involving 
the basal portion of the frontal lobe may produce a 
similar picture. The Gowers-Paton-Kennedy syn- 
drome was optic atrophy and scotoma on the side of 
the lesion and choked disk in the other eve. Further 
experience indicates that several combinations of 
signs may occur: (1) unilateral central scotoma and 
pallor, but normal conditions in the other eye; (2) 
bilateral central scotoma with normal fundi; (3) uni- 
lateral central scotoma with pallor of the disks; (4) 
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bilateral central scotoma with choked disks in both 
eyes; (5) unilateral amaurosis with atrophy and 
choked disk in the other eye; (6) unilateral amaurosis 
with atrophy in one eye and choked disk and central 
scotoma in the other; (7) central scotoma and various 
alterations of the peripheral fields due to secondary 
contraction resulting from choked disks; and (8) 
bilateral amaurosis. 

Such variations in the ocular signs are indicative 
of the various influences to which the optic nerves 
are subjected and also of the associated influence of 
choked disks. 

In certain cases, the situation of the tumor may be 
such as to affect the chiasm by extension, thus add- 
ing further changes in the fields. If the evolution of 
the ocular changes can be studied repeatedly, the 
data furnished permit an accurate estimation of the 
site, rate, and mode of extension of the tumor. The 
steadily progressive evolution of these signs is the 
main support of the diagnosis of tumor as dis 
tinguished from other conditions which produce 
some of the signs described, especially scotoma and 
optic atrophy such as are seen in vascular insults, 
optic neuritis, and retrobulbar neuritis. 

In the second and third cases reported there were 
bitemporal hemianoptic defects of the visual fields 
characteristic of lesions about the optic chiasm. It 
is emphasized that when the routine technique of 
examination is employed, influences exerted on the 
chiasm may produce apparent dissociation of func- 
tion with regard to the capacity for distinguishing 
form and color. This was evident in Case 3. 

Tumors affecting the optic nerves, the chiasm, and 
either or both optic tracts in varied combinations 
and producing changes in the visual fields may 
arise from any of the structures about the chiasm. 
Some of the changes are: (1) bitemporal hemianopia 
for color; (2) bitemporal hemianopia for both form 
and color; (3) bitemporal scotomatous hemianopia 
for both form and color; (4) temporal hemianopia 
with amaurosis of the opposite side; (5) temporal 
hemianopia with successive changes which lead to 
amaurosis, such as central scotoma, cwcocentral 
scotoma, enlargement of scotoma with islets of 
vision and amaurosis; (6) homonymous hemianopia 
for color; (7) homonymous hemianopia for form and 
color; and (8) homonymous hemianoptic scotoma 
for form and color. 

The influence on the optic chiasm of distention of 
the third ventricle secondary to tumors in the pos- 
terior fossa of the skull has been assumed to be the 
cause of binasal hemianopia. Such fields are uni- 
formly associated with secondary optic atrophy 
following choked disk and probably are a con- 
sequence of a local pathological process in the region 
of the optic disks. ‘They are analogous to the defects 
in the fields observed in glaucoma. 

Enlargement of the hypophysis results from a 
variety of pathological states manifested clinically 
by disturbance of stature, growth, metabolism, and 
endocrine functions. In some cases, changes in the 
visual fields may be a consequence. 
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The optic tract may be involved by tumors aris- 
ing from the walls of the third ventricle, as in the 
fourth case cited. In two cases reported by Lillie the 
tumor arose from the roof of the choriodal fissure 
and affected the optic tract initially. Characteristic 
of tumors in this vicinity is the rapid development 
of complete homonymous hemianopia for form and 
color. 

The intimate relation of the optic tracts to the 
cerebral peduncles, to the walls of the third ventricle, 
to the ventricular system, to the temporal lobes, and 
to the basal ganglia favors a variety of symptoms 
and functional disturbances depending on the site, 
rate, direction, and degree of involvement of these 
structures by tumors. 

The diagnostic problem consists in determining as 
far as possible the sequential relationship of the 
symptoms and the physical signs, as these may 
reveal the evolution of the pathological process. 

Cases 5, 6, and 7 reported by the authors show 
the problem presented by tumors of the temporal 
and occipital lobes. The greater separation of the 
visual fibers in the optic radiation permits gradual 
and partial impairment of function by tumors. 
According to Henschen, the spatial relationship of 
the visual fibers remains constant. Thus, homony- 
mous quadrant hemianopia for form or color serves 
as a guide to the point of approach of tumors to the 
visual pathway. This offers no mark of exact 
localization, as it may occur in the temporal, parietal, 
or occipital regions. More accurate localization re- 
quires the presence of other phenomena, such as 
disturbance of the interpretive centers of hearing 
and vision. In the absence of such distinctive signs, 
recourse may be had to ventriculography and to 
sufficiently extensive exposure by surgical means to 
permit direct inspection and palpation. 


Eagleton, W. P.: Localized Bulbar Cisterna (Pon- 
tine) Meningitis, Facial Pain, and Sixth Nerve 
Paralysis and Their Relation to Caries of the 
Petrous Apex. Arch. Surg., 1930, xx, 3806. 


In the differential diagnosis of the types of 
meningitis, appreciation of the various causes and 
types of facial pain and abductor paralysis and 
recognition of the syndrome of bulbar cisterna in- 
volvement are necessary. 

In suppurative diseases of the middle ear both 
facial pain and abductor paralysis furnish valuable 
localizing information for the diagnosis between 
intradural and intra-arachnoid inflammation. Prop- 
erly interpreted, either facial pain or abductor 
paralysis will make possible a localizing diagnosis of 
caries of the apex of the petrous pyramid, localized 
pontile cisterna meningitis due to such caries, sup- 
puration of the sphenoidal sinus, and thrombophle- 
bitis of the cavernous sinus and associated petrosal 
and basilar veins at a time when surgical interven- 
tion promises hope of recovery. 

In benign cases, temporofacial pain is a referred 
pain due to irritation of a sensory communication by 
congestion of the bone in that portion of the anterior 
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surface of the petrous pyramid where the geniculate 
ganglion and the superficial great petrosal and 
vidian branches of the glossopharyngeal nerve are 
given off. In this region the nerves are in bony 
canals and extradural, and cannot be separated rom 
the bone. 

Accordingly, temporofacial pain or even neur:lgic 
pain in the supra-orbital region around the eye or in 
the face or teeth which is associated with or follows 
otitis and is unaccompanied by signs of sepsis, ‘cre- 
bral irritation, or labyrinthitis calls only for «om- 
plete removal of the mastoid cells with their peri! iby 
rinthine cellular connections. When this has ‘ven 
done, continuation of the pain becomes of sc:ivus 
moment only when the sepsis continues. 

First branch pain—pain behind the eye—i!: the 
presence of sepsis is significant of caries o! the 
petrous apex from dural pulling of the middle {\ ssa. 
If it is not revealed by mastoid examination or if it 
is associated with signs of posterior fossa irritati 1 
bulbar meningitis, irregular stiff neck, sixth jcrve 
paralysis—it calls for opening of the apex. 

Symptoms of localized pontile meningitis «igi 
nate from irritation of the cortex of the ant: rior 
surface of the pons. When the condition fo!\vws 
caries of the petrous apex, the meningeal signs of 
cortical bulbar irritation follow symptoms of os-:ous 
and dural disease of the middle fossa. 

The syndrome of localized bulbar meningit's of 
otitic origin consists of: (1) signs of dural irrit«tion 
of the middle fossa, of which facial pain, especially 
behind the eye and possibly associated with ab 
ductor paralysis is the most significant ; (2) symptoms 
of arachnoid inflammation of the posterior fossa 
near the midline; (3) localizing middle and posterior 
fossa symptoms combined; (4) semicoma from \ hich 
the patient can be easily aroused; (5) the supine 
position with eyes closed, and (6) intermittent 
recurrence of vertical nystagmus. All of these are 
signs of posterior fossa involvement. 

Davip J. Ivpastato, M !) 


SPINAL CORD AND ITS COVERINGS 


Davis, L., Haven, H. A., and Stone, T. T.: The 
Effect of Injections of Iodized Oil in the Spinal 
Subarachnoid Space. J. Am. M. Ass., 193 


> 
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Iodized oil has been advocated extensively «+ an 
opaque medium for the roentgen diagnosis of discases 
of the central nervous system and respiratory ('ict. 
It has been used for visualization of the ge.\ilo 
urinary tract, the pouch of Douglas, the sali ar) 
ducts, the accessory nasal sinuses, cystic ci\ ‘Les 
and fistulous tracks, the blood vessels, ani! the 
medullary cavities of bones. ; 

As with all new procedures, the use of iodiz«! vil 
has rapidly spread beyond the limits warranted \\ 2 
knowledge of the potential dangers. Its apy ica 
tion in diagnosis was quickly followed by an in: vase 
in its application to therapeusis. Iodized 01) has 
been advocated for the treatment of tuber: !ous 
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pericarditis and as an analgesic in sciatic neuralgia, 
ljumbago, intercostal neuralgia, and certain forms of 
facial neuralgia. It has been used in the treatment 
of pulmonary conditions, syringomyelia, coccygo- 
dynia, nocturnal urinary incontinence, and lumbo- 
sacral arthritis. The reaction produced has been 
credited with causing resorption of the exudate and 
permanent cure in the serofibrinous exudates of 
pleurisy, tuberculous ascites, and serous effusions of 
joint cavities. 

This article deals with the diagnosis of spinal 
lesions in clinical cases and the results of the experi- 
mental injection of iodized oil into the subarachnoid 
space. The authors found that in twenty-nine of 
thirty-one cases in which a laminectomy was per- 
formed a definite clinical localization was possible 
without the use of iodized oil. Of twenty-three 


cases in which the presence of a tumor was indicated 
by the clinical findings with considerable certainty, 
a tumor was found at operation in all but one. Of 
seven cases in which operation was performed only 
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on the basis of a suspicion of a tumor, arachnoiditis 
was found at the site of clinical localization in six 
and no pathological lesion was discovered in one. In 
the remaining case, arachnoiditis was diagnosed 
and verified at the level established clinically. 

The results of the experimental injection of iodized 
oil into the subarachnoid space by cisternal puncture 
in dogs are presented. In eight of the ten acceptable 
experiments there were definite clinical indications 
of an irritative action of the iodized oil. On micro- 
scopic examination at intervals ranging from three to 
two hundred and fifty-two days after the injection, 
all of the cords showed changes directly proportional 
to the length of time the oil had remained in the 
subarachnoid space. Definite evidence of lepto- 
meningeal reaction, fat encystment, and degener- 
ative changes in the gray matter were found. 

The authors conclude that localization of spinal 
cord lesions is possible by careful clinical study, and 
that the injection of iodized oil into the subarach- 
noid space is dangerous. E. S. Piatt, M.D. 
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CHEST WALL AND BREAST 


Cheatle, Sir G. L., and Cutler, M.: Gelatinous 
Carcinoma of the Breast. Arch. Surg., 1930, Xx, 
509. 


The authors present a study of eight carcinomata 
of the breast. They found that gelatinous degenera- 
tion is more common in carcinoma of the breast 
than is generally supposed. In a study of whole 
sections they ciscovered gelatinous degeneration in 
tumors in which its presence was totally unsuspected. 
These observations led them to believe that if car- 
cinomatous breasts were always systematically 
examined by means of whole serial sections, the 
discovery of gelatinous degeneration would be more 
frequent. 

The process of gelatinous degeneration begins 
and ends in the epithelium. The areas in which it 
seems to have infiltrated the connective tissue stroma 
of the breast consist of the remains of degenerated 
epithelium which has disappeared completely, 


leaving only a gelatinous meshwork. The gelatinous 
degeneration begins and ends in epithelium confined 
within ducts and acini. It affects also the epithelium 
that has invaded normal structures. The final stage 
of both processes gives rise to morphological ap- 
pearances that have been interpreted as evidence of 


a primary gelatinous degeneration in connective 
tissue cells. 

The large size of some of the tumors examined 
was due to the wide distribution of apparently 
malignant epithelial neoplasia existing in ducts and 
acini. All or most of a duct or even of two ducts and 
their terminal branches and acini may be thus 
affected. 

The presence of gelatinous degeneration in a car- 
cinoma of the breast does not necessarily imply a 
low degree of malignancy, as is generally supposed. 
Four of the tumors studied by the authors were 
among the most malignant that can be encountered 
in the breast and resulted in death. Morphologically, 
they were highly anaplastic, and clinically their 
high degree of malignancy was demonstrated by 
prompt recurrence, widespread metastasis, and a 
rapid course. 

The clinical course of tumors exhibiting gelatinous 
degeneration is determined chiefly by the biological 
properties of the epithelial elements they contain 
and does not depend on either the presence or the 
extent of the gelatinous degeneration. Carcinomata 
of the breast exhibiting gelatinous degeneration 
often possess a comparatively low degree of malig- 
nancy. On the whole, gelatinous degeneration is one 
of the secondary and adventitious changes that may 
occur in the course of any carcinoma. 

MANUEL E. LIcHTENSTEIN, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Tapia, M.: Phrenicectomy in Apical and Subapical 
Tuberculosis (La frenicectomia en la tube: 
apical y subapical). Arch. de med., cirug. y « 

1930, xi, 325. 

The author reports eleven cases of apical o 
apical tuberculosis treated by phrenicectomy. 
histories are supplemented with roentgenog 
He states that although lesions at the base « 
lung are sometimes favorably affected by )) 
icectomy, the operation is indicated particula: 
high lesions with a tendency toward retr: 
Cases of early infiltration which do not respo 
rest treatment show improvement after the « 
tion. Pleural adhesions, especially those caus: 
effusions from pneumothorax, decrease the efi: 
ness of phrenicectomy. When the patient is u 
to take sanatorium treatment, phrenicectomy | 
economic indication. It is of no value as a func' 
test of the other lung. Auprey G. Moreay, M. 


Ochsner, A.: Bronchiectasis. Am. J. MM. Sc. 


clxxix, 388. 

Bronchiectasis occurs much more frequentl\ 
is generally assumed. The author believes tha‘ 
the most common of all chronic pulmonary 
tions. It has been attributed to: (1) congenita! 
tation of the bronchi, (2) cirrhosis of the lung 
chronic pneumonia, (4) alterations in the bro 
secretions allowing the growth of organisms 
cause infection favoring bronchial dilatation, 
acute infectious diseases, especially influ 
pertussis, and measles, (6) infections of the uy 
respiratory tract, especially sinusitis, (7) los 
nerve control, (8) stenosis of the bronchi, and 
chronic bronchitis. The author believes that 
most frequent cause is chronic bronchitis. 

Pathologically, bronchiectasis varies from si 
dilatation of the tracheobronchial tree to exc 
dilatation with marked changes in the walls o 
bronchi. In the advanced stages the elastic | 
and musculature of the walls of the bronchi 
replaced by fibrous tissue. The author is 0 
opinion that the dilatation is functional and « 
primarily as the result of infection withi! 
bronchial tree, the fibrosis being secondary. |! 
observed 4 cases in which bronchial dilatatio: 
onstrated roentgenologically disappeared com)) 
after control of infection within the bronchi 
most frequent site of involvement by bronchi 
is the left lower lobe. 

The most common symptoms and signs 0! ! 
chiectasis are those of chronic bronchitis. By | 
majority of persons suffering from bronchiect 
not present the typical textbook picture of the. 
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dition. The chief symptom is cough, which may or 
may not be associated with expectoration. There 
are relatively few other symptoms. The condition 
is olten diagnosed as chronic bronchitis or recurrent 
acute bronchitis. The sputum is seldom profuse. 
Hamoptysis occurs in from 50 to 70 per cent of the 
On physical examination the most important 
finding is limitation of motion on the affected side. 
In the early cases little else can be found. The 
diagnosis is made following the intrabronchial intro- 
duction of iodized oil. The author prefers the 
“passive”? technique because of its simplicity and 
because it allows fluoroscopic observation of the 
mode of filling of the bronchi. 

The surgical treatment of bronchiectasis has not 
been entirely satisfactory. Drainage of bronchiec- 
tatic cavities has been abandoned except after 
cautery pneumectomy. Collapse of bronchiectatic 
cavities is often rendered impossible by the fibrosis. 
In some cases operations on the phrenic nerve have 
been beneficial. The ideal procedure, at least 
theoretically, is removal of the diseased process. 
However, lobectomy is attended with a high mor- 
talitv and should therefore be reserved for a relative- 
ly small group of cases. If lobectomy is to be 
attempted, the method of choice is the cautery 
lobectomy of Graham. 

The medical treatment of bronchiectasis has been 
unsatisfactory. However, postural drainage is of 
benefit. The value of the dehydration or ‘‘thirst”’ 
cure is questionable. Since the use of iodized oil 
intrabronchially in the diagnosis of bronchial lesions, 
improvement has frequently been noted after this 
procedure. The author believes that repeated intro- 
ductions of iodized oil are of distinct therapeutic 
value. He reviews 112 cases so treated. The largest 
number of fillings received by any of the patients 
was 16. The diagnosis of bronchiectasis was made 
in every case by fluoroscopic observation of the 
mode of filling of the bronchi. Roentgenograms were 
made for confirmation and record. In 32 per cent 
of the cases a symptomatic cure was obtained, and 
in 12 per cent of this number there was roent- 
genographic evidence of cure. In 36 per cent of the 
cases there was symptomatic relief, but after an 
acute respiratory infection a temporary relapse 
occurred. Thirty-two per cent of the patients are 
still under treatment, but showed improvement at 
the time of this report. 

The technique employed for the introduction of 
the oil was the passive technique in which the swal- 
lowing reflex is abolished by the application of 10 
per cent cocaine to the anterior surface of the 
anterior tonsillar pillars and the oil is aspirated from 
the pharynx into the tracheobronchial tree. 

ALTON OcusneER, M.D. 


Med. Clin. North 


cases. 


Arkin, A.: Bronchus Carcinoma. 
Am., 1930, xiii, 1255. 


During the past ten years the number of cases of 
bronchial carcinoma reported has increased in many 
countries. The frequency of bronchial carcinomata 
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as compared with all carcinomata has risen from 2 
to 7 per cent. The increase is not explained by better 
diagnosis. It has been greatest in Germany, the 
United States, Austria, and Switzerland. In the 
Scandinavian countries, on the other hand, little or 
no increase has been noted. 

Bronchial carcinoma is three times as frequent in 
males as in females. and is most common between 
the fortieth and sixtieth vears of age. Its cause, 
like that of other carcinomata, is unknown, but 
chronic irritation is believed to be a predispos'ng 
factor. 

For convenience in discussion, Arkin classifies 
bronchial carcinomata into the following types: 
endobronchial. hilar. mediastinal, central, lobar, 
pleural, and rheumato d. 

The endobronchial type may remain symptom- 
less for months and may be discovered only on 
direct bronchoscopy Bronchography may reveal 
a filling defect. In the presence of obturation and 
atelectasis of the affected portion of the lung, the 
diagnosis is easier. Metastases may occur before 
the development of pulmonary symptoms. 

The hilar tvpe can be diagnosed by X-ray ex- 
amination in the early stage. ‘The X-ray reveals 
enlargement of the hilar shadow with a network of 
fine branching stripes which radiate into the sur- 
rounding lung tissue. The opposite hilum soon 
undergoes similar changes, the roentgenogram then 
suggesting miliary tuberculosis. When the medias- 
tinal lymph nodes are invaded the masses may reach 
a tremendous size. ‘Che usual symptoms are cough, 
marked cyanosis, dyspnoea, hoarseness, and in 
equality of the pupils. 

In the central type, an early diagnosis is possible 
only by X-ray examination. ‘The tumor shadow 
fades out into the surrounding lung tissue and usu- 
ally sends out tumor strands in all directions. Later, 
it spreads to an entire lobe or lung field. Repeated 
roentgenograms may be necessary for diagnosis. 
Clubbing of the fingers is present in most cases. 
In three cases cited by the author there was a toxic 
hyperplastic periostitis. 

The lobar bronchial carcinoma is one of the most 
common types. It is seen more frequently in the 
upper lobes than in the lower lobes. ‘The physical 
findings often closely resemble those of chronic 
fibroid unilateral tuberculosis or unresolved pneu- 
monia. The roentgenogram shows that the infiltra- 
tion is usually not limited by the interlobar fissure, 
but invades the adjacent lobe. Infiltrating strands 
can be seen at the tumor margin. As a rule the 
hilar shadows are enlarged. A tongue-like projection 
downward on the affected side differentiates the 
condition from tuberculosis and pneumonia. Re- 
peated roentgenograms reveal extension of the proc- 
ess. The mediastinum is often drawn toward the 
affected side. 

In the rheumatoid type, pains may be present in 
the extremities, spine, ribs, pelvis, or skull. 

Bone metastases of the osteoplastic or osteoclastic 
type and hyperplastic periostitis may occur. Metas- 
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tases may be formed anywhere in the body. A mye- 
loid blood picture should be looked for in all cases. 
The disease is incurable. Death usually results 
within two years, but occasionally the patients sur- 
vive for four or five vears. 
Georce A. Cottert, M.D. 


Courcoux, A., and Lereboullet, J.: Spontaneous 
Simple Pneumothorax (Le pneumothorax simple 
spontané). Presse méd., Par., 1930, XXxxviii, 340. 

Six cases of spontaneous pneumothorax of non- 
tuberculous origin are reported. In this type of 
pneumothorax the clinical symptoms are less marked 
and the onset less sudden than in the tuberculous 
type. Sharp pain may be absent, and, as in the 
authors’ cases, the dyspnoea may not be severe. In 
one of the authors’ cases the onset was so mild that 
it was impossible to determine its exact time from 
the patient’s account. Several of the patients were 
able to go home or to the hospital unassisted; one of 
them walked a long distance. In most of these cases 
the pneumothorax did not appear to have been 
precipitatec. by effort. One of the patients was 
seized with violent pain in the right side at the 
moment of getting out of bed after a normal night 
and when in apparently perfect health. Respiration 
was difficult and painful, and a dry cough occurred, 
but at the end of an hour or so he was able to descend 
three flights of stairs and walk to his work. In the 
evening he returned and walked upstairs, but expe- 
rienced shortness of breath, and the next day he was 
unable to get up. 

It is in the nature of the condition that the symp- 
toms grow progressively worse after the ameliora- 
tion that follows the onset. This is due to the in- 
crease in intrathoracic pressure. The physical symp- 
toms are those of any pneumothorax. 

The authors have noted three varieties in the 
form of the pulmonary collapse. In the first, the 
lung appears on roentgen examination only slightly 
compressed and its lobes are clearly outlined. The 
air bubble is largest at the level of the apex. In this 
type the pneumothorax is not extensive and is al- 
ready in retrogression. In the second type the lung is 
flattened vertically along the hilum. In the third 
type, it is retracted around the hilum and is reduced 
to a more or less rounded or bosselated mass. 

In the cases reported, the intrapleural pressure 
was not greatly elevated and was not in proportion to 
the degree of collapse of the lung or the dyspnea. 
The air was absorbed spontaneously in from six 
to twenty days. In several cases the authors aided 
absorption by evacuating some of the air after a few 
days. 

Recurrence is fairly frequent, but did not occur in 
any of the authors’ cases. 

The diagnosis is not always as easy as might be 
expected. In one of the authors’ cases the stump of 
the lung was mistaken for a lung tumor. Among the 
objective signs, the bell sound is of most importance; 
tympany also is practically constant. Amphoric 
souffle and metallic ringing may be lacking. 
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The treatment is complete rest. If the dyspima 
does not decrease, the intrapleural pressure should 
be measured. The authors evacuated the air very 
slowly, without aspiration, when the pressure was 
above +5 and stopped the evacuation when the 
pressure came to an equilibrium between zero and 
+5. The Kuss water manometer was used. A ‘ter 
relief of the dyspnoea the patient must be prevented 
from tiring himself and from resuming normal |ife 
too early. Roentgen examination is necessary to 
ascertain the condition of the collapsed lung. 

FLORENCE A, CARPENT! 


CSOPHAGUS AND MEDIASTINUM 


Jackson, C.: Diseases of the (Esophagus: Angio- 
neurotic (Edema, Urticaria, Serum Dise:se, 
and Herpes. Arch. Ololaryngol., 1930, xi, 397. 


The first case reported by the author was that «/ a 
woman who complained of difficulty and pain in 
swallowing and retrosternal pain extending throigh 
to the back which had developed the day previous|y 
Four days previously she had been seized with 
violent abdominal pain associated with tenesmu:. a 
white painless swel'ing of the right hand, and s\'ll 
ing of the upper lip, the lower lid of the right cove. 
and the tip of the tongue. On roentgen examination, 
the lumen of the thoracic oesophagus was found to 
be very small. Cisophagoscopic examination show ed 
the lumen to be almost completely occluded in the 
midthoracic portion by firm, swollen, bleeding 
nodules springing from the wall of the oesophagus. 
When a second roentgen examination and cesophago- 
scopic examination were made two weeks later, | he 
cesophagus was found entirely normal. On account 
of the transient character of the lesions and the 
angioneurotic oedema, the diagnosis of angioneuroti: 
oedema of the oesophagus seemed justified. 

The second case reported was that of a woman 
with a history of asthma and urticarial attacks \\ ho 
suddenly became unable to swallow and simultane 
ously developed an eruption of intensely itchy white 
wheals on both sides of the front of the chest. ihe 
back, and the left side of the face. Roentgen exami- 
nation showed complete obstruction of the cesop)a- 
gus about 6 cm. above the diaphragm, and cesoy)!1:- 
goscopy disclosed at that point a firm, white nodular 
swelling of the walls which made impossible even the 
passage of an cesophagoscope with a smaller lumen. 
When the two examinations were repeated a Weck 
later they showed the cesophagus to be perfectly nor 
mal. Because of the reaction of the oesophagu: to 
the passage of the cesophagoscope at the first exam! 
nation by the formation of a white ridge surroun ‘ed 
by reddened mucosa, and because of the presen: ol 
urticaria, the diagnosis of urticaria of the cesophi sus 
was made. 

The third case reported was that of a boy «ho 
developed complete obstruction of the cesophs sus 
four days after the injection of a prophylactic do-. o! 
diphtheria antitoxin and at the same time prese: ‘ed 
a typical urticaria over the front of the chest .nd 
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both sides of the face and marked swelling of the 
tongue. Roentgen examination showed complete 
closure of the oesophagus, and bronchoscopy revealed 
firm, White, nodular masses which seemed integral 
with the cesophageal wall at the level of the top of 
the aortic arch. When the examinations were re- 
peated ten days later, the cesophagus was entirely 
normal. Because of the urticaria and the history of 
serum injection, the transitory obstruction was con- 
sidered part of the picture of serum disease. 

The fourth case reported was that of a woman 
who complained of pain, discomfort, and pressure in 
the midthoracic region and difficulty in swallowing, 
and gave a history of frequent dilatations for “‘car- 
diospasm.”’ (Esophagoscopic examination revealed 
chronic oesophagitis, especially in the lower third of 
the thoracic portion. In the midst of this chronic 
inflammatory area, surrounded by a bright red zone 
showing no infiltration, there was a superficial ulcer 
about 12mm. in diameter. The hiatal pinchcock was 
abnormally patulous. A tentative diagnosis of peptic 
ulcer was made and a 5 per cent solution of silver 
nitrate applied. 

A third cesophagoscopic examination revealed only 
a trace of the chronic oesophagitis in the lower third 
part of the oesophagus. About a week later the 
patient complained of a burning sensation back of 
the midsternal region on swallowing. The food 
seemed to pass a sensitive spot, and the burning 
lasted for an hour or two. 

A fourth cesophagoscopic examination revealed a 
ridge-like elevation of inflamed mucosa in the lower 
third of the thoracic oesophagus but not at the site 
of the former ulcer. T'wo blebs were seen. The area 
on the summit of the ridge was occupied by a gray- 
ish-white adherent exudate, while the base of the 
ridge on each side was red. 

At a fifth oesophagoscopic examination the site of 
the ridge appeared as a flat, eroded, bleeding streak. 
A twelfth examination showed the oesophagus to be 
normal. After the twelfth examination, the patient 
remained well for a month. At the end of that time 
she developed difficulty in swallowing again and 
experienced a severe pain in the right leg. A few days 
later the leg was covered by a herpetic eruption. 
The eruption and the evanescent character of the 
esophageal lesion led to the diagnosis of herpes of 
the cesophagus. Wiceer Battey, M.D. 


Eggers, C.: Carcinoma of the Thoracic Portion of 
the @sophagus. Surg., Gynec. & Obst., 1930, 1, 630. 
Torek reported his first successful resection of the 
thoracic portion of the oesophagus for carcinoma 
sixteen years ago. Progress in this field of surgery 
has been slow because the patients are usually not 
seen by the surgeon until the condition is beyond the 
operable stage and are usually in poor condition, 
having developed emphysema, myocarditis, arterio- 
sclerosis, or nephritis. Even in the most favorable 
cases the operation is formidable. 
_In the case reported by Eggers, the growth was 
of the cauliflower type and gave rise to symptoms 
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early. Operation was performed seven months after 
the onset of symptoms. Exposure was obtained by 
division of the fifth, sixth, and seventh ribs and the 
use of a rib spreader. The oesophagus was divided 
below the tumor and the lower stump was inverted. 
After careful attention had been given to the medi- 
astinum, the tumor and oesophagus were removed 
through an incision anterior to the sternocleido- 
mastoid muscle. Drainage was established through 
a stab wound in one of the lower posterior inter- 
costal spaces into which a !4-in. rubber tube was 
inserted. On the seventh day the patient was 
allowed out of bed and a rubber tube was inserted 
into the stump of the cesophagus and connected 
with the gastrostomy tube. 

In spite of the later development of a metastatic 
tumor of the neck, the result is to be regarded as 
successful. 

Most important in the surgery of cesophageal 
cancer today is the establishment of the feasibility 
of successful operative removal. Gastrostomy is the 
operation of choice with most surgeons when the 
patient is unable to swallow, but is only palliative. 
If the tumor can be removed a great deal has been 
gained. If, in addition, mastication and deglutition 
can be re-established through a rubber oesophagus 
outside of the body, the result is still more satis- 
factory, but the ideal is the direct internal connection 
between the stump of the resected cesophagus and 
the stomach. E. S. Piatt, M.D. 


Kinugasa, S.: Functions of the Cortex and the 
Medulla of the Thymus, Especially Their Re- 
lation to the Sexual Glands. Acijo J. Med., 
1930, i, I. 

The investigation herewith reported dealt with: 
(1) the physiological development and degeneration 
of the cortex and medulla of the thymus, (2) the 
relationship to one another of the cortex and medulla 
of the thymus, the sex glands, and the anterior lobe 
of the pituitary gland in their endocrinal functions, 
(3) the variation in the proportions of the cortex 
and medulla of the thymus of the albino rat after 
transplantation of a sex gland, and (4) the variation 
in the proportion of the cortex and medulla of the 
thymus of the female albino rat prematurely 
matured by the transplantation of the anterior lobe 
of the pituitary gland. 

It was found that the rate of increase in the weight 
of the thymus is greatest during puberty and next 
greatest in the period from puberty to the time 
at which the sexual organs reach their maturity. 
Therefore complete maturity of the sexual organs 
is reached while the thymus is functioning most 
actively. 

The theory that the thymus atrophies at about 
the age of puberty is incorrect. In the albino rat 
the first sign of atrophy appears about ten days after 
the sexual system has come to full maturity. 

The relative weights of the cortex and medulla 
of the thymus vary with age. When the thymus 
is undergoing physiological atrophy or an acute 
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atrophy due to weakness, the cortex shows a greater 
loss of weight than the medulla. 

The thymus of the castrated albino rat grows as 
large as that of the normal rat, but shows a marked 
difference in the proportion of cortex to medulla, 
the proportion of the “mature type’’ being main- 
tained even at a time when the thymus of the 
normal animal would show the proportion of the 
puberty or maturity type. In the castrated animal 
the proportion of cortex to medulla of the thymus 
is quite different from that in the normal animal, 
the medulla remaining undeveloped even at a time 
corresponding to the period of puberty in the 
normal animal, and the cortex degenerating but 
slightly at a time corresponding to that of the ‘‘old 
type.” 

Sex-gland tissue subcutaneously implanted in the 
infant albino rat accelerates the development of the 
medulla of the thymus and arrests the development 
and accelerates atrophy of the cortex. The anterior 
lobe of the pituitary gland of a mature female 
albino rat subcutaneously implanted in a young fe- 
male rat and causing premature development of the 
sex organs of the young rat accelerates the growth 
of the medulla of the thymus although the growth 
of the cortex is arrested. 

The endocrinal function of the cortex of the 
thymus is different from that of the medulla. The 
former has a restrictive action and the latter an 
accelerative action on the sex glands. Thus the 


function of the thymus varies according to the pro- 
portion of cortex to medulla. When the proportion 
of cortex is high (78 per cent), the development of 
the sexual organs is arrested, and when the projor- 
tion of medulla is high (23 per cent), the develyp- 
ment of the sexual organs is accelerated. | he 
cortex of the thymus is antagonistically influenced 
by the hormone of the mature sex glands. The «e- 
velopment of the medulla of the thymus is both 
accelerated and strengthened by the action of the 
hormone of the sex glands. 

When the anterior lobe of the pituitary glam j 
implanted in a castrated immature female animal, 
the cortex of the thymus atrophies and the develop 
ment of the medulla is in turn accelerated ind 
strengthened, the effect of the implant upon ‘he 
cortex and the medulla being similar to that o! ‘he 
sex glands. 

The cortex of the thymus and the sex glands «re 
antagonistic to each other, while the medulla oi ‘he 
thymus and the sex glands are synergistic. Howe er, 
the author does not claim that this is true during 
the whole life of the animal. 

From the point of view of the developmen! o/ 
the sex glands, the interrelationship of the cortex 
and medulla of the thymus may be regarde: 
antagonistic and similar to the interrelationshi)) of 
the cortex and medulla of the suprarenal glands 
first propounded by Tokumitsu. 

J. Frank Dovucary, M.1) 
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ABDOMINAL WALL AND PERITONEUM 


Carnett, J. B.: Intercostal Neuralgia of the Ab- 
dominal Wall. Colorado Med., 1930, xxvii, 72 


. = 


\cute or chronic abdominal pain and tenderness 
are frequently located in the anterior abdominal 
\|. Failure to recognize this fact has led to many 
fallacious diagnoses. Numerous cases of spondylitis 
with abdominal pain have been operated upon for 
visceral disease. 

lhe predominant symptoms of parietal neuralgia 
are pain and tenderness varying in degree from an 
extremely severe stabbing pain to a mild ache. Asa 
rule the pain is increased on physical exertion. The 
tenderness is usually most marked in the regional 
nerve area. 

\ttacks of abdominal intercostal neuralgia simu- 
lating various acute intra-abdominal lesions are due 
most commonly to toxamias, particularly those 
following infections of the upper respiratory tract. 

Radicular pains suggesting acute abdominal con- 
ditions may be caused also by tumors and other 
lesions of the spinal cord; trauma, especially verte- 
bral fractures; spinal arthritis; excessive lordosis; 
scoliosis; Pott’s disease; syphilis; and metastatic 
neoplasms. WitiiAm FE. SHAckLeton, M.D. 


Miller, E. M.: Two Cases of Strangulated Hernia 
Due to Ruptured Appendix. Surg. Clin. North 
Am., 1930, X, 375. 

The first case reported by the author was that of a 
man sixty-nine years old who presented signs and 
symptoms of a strangulated right inguinal hernia. 
At operation, the hernial sac was found to contain 
edematous omentum which was covered with 
plastic exudate. A right rectus incision disclosed a 
ruptured appendix and localized peritonitis. Appen- 
dectomy with drainage was followed by recovery. 

The second case, also that of an elderly male, 
showed a mass having the appearance of a right 
femoral hernia. At operation, the mass proved to be 
the sac of a femoral hernia which was filled with pus. 
lhe pus had entered the sac from a large pelvic 
abscess secondary to rupture of the appendix and 
general peritonitis. Fart Gasmr, M.D. 


Curtis, A. H.: Adhesions in the Right Upper 
Quadrant. J. Am. M. Ass., 1930, xciv, 1221. 


Curtis makes a thorough exploration of the entire 
peritoneal cavity in all cases in which the abdomen 
1s opened. During the past three years he has often 
lound ‘‘ violin string” adhesions between the anterior 
surface of the liver and the anterior abdominal wall 
and has been impressed with the frequency of co- 
evisting gonorrhoeal disease of the fallopian tubes in 
these cases. 


He states that patients with such adhesions are 
often thought to have diaphragmatic pleurisy, 
colitis, or gall-bladder disease. During the past two 
years he has seen more than a dozen patients with 
adhesions of this type. He believes that gonorrhceal 
disease is not so frequently limited to the pelvis as 
has been assumed heretofore, and that the possibility 
of adhesions between the liver and abdominal wall 
should be considered in the cases of female patients 
presenting symptoms of gall-bladder disease or 
pleurisy. EARL Garsipr, M.D. 


GASTRO-INTESTINAL TRACT 


Anzilotti, A.: Volvulus of the Stomach (Sul volvolo 
gastrico). Arch. ital. di chir., 1930, XXxvi, 1. 


The author reports two cases of volvulus of the 
stomach. He distinguishes three clinical types of 
the condition: the acute, the intermittent, and the 
chronic. Important causes are overfilling of the 
stomach, ptosis, aérocolia, and hyperperistalsis. 
Hyperperistalsis may be so acute that the physio 
logical movement of torsion made by the stomach 
in emptying is increased. 

Four characteristic roentgen signs of volvulus of 
the stomach are: unusually slow and difficult filling 
of the organ, displacement of the pylorus to the left, 
diffusion of the peristaltic wave toward the left, and 
an increase of the air bubble of the stomach with in- 
tense aérocolia. 

The only treatment is surgical. As a rule gastro 
enterostomy, with or without Perthes’ operation, is 
the method of choice. In acute cases, simple detor- 
sion may give good results. 

Avuprey G. Morcan, M.D. 


Hill, L. L., Jr.: Syphilis of the Stomach. Am. J. 
Syphilis, 1930, xiv, 199. 

The author reviews the clinical and X-ray signs of 
gastric syphilis and reports 5 cases of this condition 
which were found among 228 cases of gastric lesions. 
The importance of syphilis of the stomach com- 
plicating some other gastric lesion is pointed out 
Hill states that whenever any evidence of syphilis is 
noted, specific therapy should be tried as it may be 
followed by immediate improvement. 

M. HERBERT BARKER, M.D. 


Pescatori, F.: Brunner’s Glands and Their Relation 
to the Genesis of Gastroduodenal Ulcer (Le 
ghiandole del Brunner in rapporto alla genesi di 
ulcere gastroduodenali). Arch. ilal. di chir., 1930, 
REVI; 72. 

The author reports three cases of operation for 
gastroduodenal ulcer originating from ectopic Brun- 
ner’s glands in the stomach or from these glands in 
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their normal site in the pylorus and duodenum. The 
diagnosis was confirmed by histological examination. 
Pescatori believes that the hyperplasia of the glands 
is congenital. He discusses the hypothesis that there 
may be an accumulation of gland bodies instead of 
hyperplasia of one body, and reviews the anatomical 
and clinical characteristics of the resulting ulcers. He 
has noted the signs of pylorospasm long before the 
clinical and roentgen signs of gastric ulcer were 
manifest. 

He attributes the ulcer formation to a foreign- 
body effect exerted by the Brunner glands which re- 
sults in a marked fibrosis that fixes the gastric mu- 
cosa to the muscle layer, causing local abolition of 
the normal function of the submucosa and thereby 
exposing the mucosa to direct traumatism. 

Aubrey G. Morcan, M.D. 


Saunders, E. W., and Cooper, M. A.: The Sero- 
logical and Etiological Specificity of the Alpha 
Streptococcus of Gastric Ulcer: A Bacterio- 
logical Study. Arch. Int. Med., 1930, xlv, 347. 


Following a review of the literature supporting 
the bacteriological theory of peptic ulcers, the 
authors report the results of cultures of aseptically 
removed ulcers of the stomach, duodenum, and 
jejunum. The cultures were made deep in 15 c.cm. 
of a o.5 per cent semi-solid hormone-agar medium 
(Huntoon) with a hydrogen-ion concentration of 
pH 7. In from three to six days there was a profuse 
growth of an organism which was regarded as an 
alpha streptococcus. It was found that serum from 
patients with proved gastric, duodenal, and gastro- 
jejunal ulcers contains specific agglutinins for this 
type of alpha streptococcus. 

The authors suggest that peptic ulcer may be 
caused by such a streptococcus of low virulence 
which progresses only in the mucous membrane and 
in the necrotic surface of the crater. They assume 
that the underlying layers of the stomach are unable 
to withstand the continual action of the gastric 
contents as well as the mucous membrane and that 
healing is prevented by spasm of a fixed area. They 
believe that the organism may remain quiescent 
in the mucous membrane for varying lengths of 
time, depending upon the patient’s resistance, and 
resumes its activity when other infecting agents are 
prevalent. 

They are now directing their efforts toward de- 
termining the source of the infection and the de- 
velopment of a vaccine therapy for peptic ulcer. 

M. Herpert Barker, M.D. 


Vallone, D.: Anaphylaxis and Gastric Ulcer (Anafi- 
lassi e ulcera gastrica). Arch. ital. di chir., 1930, xxv, 
535: 


In studying the cause of gastric ulcer, the author 
made injections of horse serum into sensitized dogs 
and rabbits. He found that the lesions differed in 
intensity in the two species. Dogs were sensitized 
less easily than rabbits, but presented more serious 
signs of shock. The symptoms were polypnoea, 


exhaustion, and fecal and urinary incontinen 
They were always temporary, but were of longer 
duration in the dogs than in the rabbits. Some of the 
dogs died from shock. Some of the rabbits on | 
other hand, developed serum cachexia from wh 
they died. 

When irradiated serum was used the shock : 
the lesions of the stomach were more serious t! 
when non-irradiated serum was employed. Whi 
the coronary artery of the stomach was ligated « 
the injections were made into the region supplied 
it, the lesions were no more serious than in the ot 
cases. This observation was in agreement with 
results of Torraca, who found that, in dogs, ligativ 
of the coronary artery alone does not cause lesi 
of the stomach wall. 

The author’s experiments show that anaphyla: 
sensitization slows the coagulation time of the bl. 
from a few minutes in rabbits to several hours 
dogs. Vallone used this change to determine | 
degree of sensitization, for he found that the deg 
of retardation of coagulation and the degree 
sensitization are parallel. 

In the case of a rabbit near the end of pregna: 
abortion occurred; the pregnancy was normal u: 
an advanced stage of sensitization was reached. 

The ulcers produced in the stomach walls of | 
animals by anaphylactic sensitization did not sh 
the histological characteristics of chronic pep 
ulcers. Wounds in the walls of the stomachs hea 
more slowly in the sensitized animals than in | 
control animals. Lesions of the ulcerative type were 
not so frequent as lesions with hemorrhage, oedem: 
atrophy, and hemorrhagic necrosis which were : 
limited to the site of the injection, but were diti 
throughout the wall of the stomach. 

If lesions like those seen in the experiments 
formed in the stomach walls of man sensitized | 
different antigens they will furnish a point of kk 
resistance on which the gastric juice can act 
cause of: (1) a change in the mucus secretion, wh 
Kaufmann says is the chief factor in the causativ 
of ulcer; (2) a change in the constitution of thc 
gastric cells, which Fermi says prevents the cv!! 
from combining easily with enzymes; or (3) a lac! 
scarcity of antipepsin in the changed cells. 1 
believed by some that the digestive action of 
gastric juice is prevented by antipepsin. Anot! 
possible factor in the presence of anaphylaxis i 
change in the antipepsin and antirennin action of |! 
blood. The author did not study the antipepsin : 
antirennin capacity of the blood in his experime: 
but believes it would be interesting to see whet 
it undergoes a change with the change in the coa 
lation time of the blood. Auprey G. Morean, M.!) 


Gaudier, H.: The Clinical History of a Case 
Denervation of the Stomach for Ulcer (His! 
clinique d’un cas d’énervation gastrique pour ul: 
Bull. et mém. Soc. nat. de chir., 1930, |vi, 182. 


A man aged forty years had had digestive 
turbances for two years which had become }) 
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gressively more severe. His family and personal 
history were negative, and he presented no evidence 
of syphilis, tabes, or other nervous lesions. Acid 
regurgitations and a burning sensation in the pit 
of the stomach had been followed by gastric pain 
occurring immediately after meals and lasting two 
or three hours. 

On physical examination the patient was found 
emaciated and the epigastric region distended and 
tender. There was no blood in the vomitus or stools. 
Rocntegen examination showed, as the sole ab- 
normality, a slight deformity below the cardia, 
which suggested a small superficial ulcer. The total 
acidity and hydrochloric acid values were high. 

At exploratory operation a slight lack of supple- 
ness in the wall of the stomach was noted over an 
area the size of a 50-centime piece, a little below 
and to the right of the cardia. ‘There was no callus 
or injection of the serosa. As Gaudier believed the 
lesion to be a very superficial erosion which did not 
warrant resection, he decided to denervate the 
stomach by the Laterjet-Wertheimer technique. 
This was done completely and rapidly and was 
followed by a change of the color of the stomach 
resembling the effect produced by _periarterial 
sympathectomy. 

The symptoms were immediately relieved. On 
the third day after the operation the patient was 
up and was able to take milk and cooked meat. He 
was put on a rigid diet and after a few weeks re- 
turned to his work. When he was seen again two 


months after the operation a test meal showed the 
total acidity and the hydrochloric acid to be prac- 


tically normal, he had gained weight and had no 
complaints, the stomach region was no longer tender, 
and digestion seemed to be good. 

\ month later (three months after the operation) 
he was re-admitted to the hospital in a critical con- 
dition with the diagnosis of generalized peritonitis 
probably due to perforation of the stomach. For 
two days he had had no appetite and had felt 
fatigued, but that morning he had gone to work 
(mill work) as usual. On leaving work at 2 o’clock, 
he had felt a sudden pain in the stomach region. 
This was followed by bilious vomiting. No blood 
Was apparent in the vomitus. The stomach rapidly 
became distended. No stool or gas was passed. 

Laparotomy performed that evening at 7 o'clock 
revealed in the juxtacardiac region of the stomach 
a callous plaque the size of the palm of the hand, 
showing in its center a punched-out hole the size 
of a 1-franc piece, through which the gastric con- 
tents were emptying. As the patient’s condition 
made resection impossible, the orifice was closed 
With sutures. The sutures were introduced at a 
distance as the immediate tissue was extremely 
friable. Coffey drainage was established. 

lhe patient was greatly shocked, but recovered. 
luid was administered by the Murphy drip and 
subcutaneously, and for six days no water was 
given by mouth. Gaudier is uncertain whether or 
not he will do a resection later. He raises the ques- 
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tion whether the denervation, while ameliorating 
the clinical symptoms, may not have activated the 
anatomical lesion. FLORENCE A. CARPENTER. 


Bolton, C.: The Relation of Medicine to Surgery 
in the Treatment of Gastric and Duodenal 
Uleer. Brit. M.J., 1930, i, 727. 


There is no pathognomonic symptom of gastric or 
duodenal ulcer. These lesions give rise to dyspepsia 
which varies in its type according to the situation 
of the ulcer and is indistinguishable from similar 
dyspepsia due to other causes. 

Each ulcer has a definite life history, and the 
patient may appear for diagnosis at any stage in the 
origin, evolution, or cicatrization of the lesion. The 
acute ulcer arising as a localized lesion usually heals 
normally. However, in some cases healing may be 
delayed, and in others it may be arrested, the lesion 
being converted into a chonic ulcer. 

If medical treatment is to be successful it must be 
begun early and must be thorough. If all ulcers 
were recognized early and treated carefully there 
would be no chronic ulcers for surgeons to operate 
upon. In about 90 per cent of cases, the pain rapidly 
ceases and the patient becomes convalescent under 
any of the recognized methods of ulcer treatment. 
If the pain does not subside, some complication is 
present or the ulcer is chronic. An acute ulcer of 
moderate size takes from two to three weeks to heal. 

About 88 per cent of relapses occur within the 
fist two years. Not more than 1o per cent of ulcers 
existing for five years are cured. 

All of the prevailing medical treatments aim at 
facilitating evacuation of the stomach and reducing 
the acidity of the gastric contents. Delayed empty- 
ing and hyperchlorhydria prevent cicatrization. 

The author begins his ulcer treatment with feed 
ings of 7 oz. of citrated milk at intervals of three 
hours. ‘Two hours after each feeding he gives alter 
nately the following alkalies: (1) 10 gr. of magnesium 
oxide and 15 gr. of sodium bicarbonate, and (2) 15 
gr. of sodium bicarbonate. If there is a diarrhoeal 
tendency, he substitutes 1o gr. of calcium carbonate 
for the magnesium oxide. 

The chronic ulcer is the type which needs surgical 
care. An ulcer which has been present for five years 
usually requires operation for cure. 

The author draws the following conclusions: 

1. Gastric and duodenal ulcers are primarily 
medical diseases. 

2. The majority of ulcers will heal under medical 
treatment if the treatment is begun at an early stage 
of the malady. 

3. For the rest of his life the patient must obey 
the dietetic and other rules laid down for him 
after the conclusion of treatment; otherwise he is 
liable to a relapse, especially if the treatment was 
not employed at a comparatively early stage of 
the disease. 

4. An uncomplicated ulcer should not be sub 
jected to operation until it has been proved in 
curable by medical treatment. 
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5. If the lesion is proved incurable by medical 
treatment, as regards either healing or recurrence, 
operation is indicated. 

6. In addition to healing or removing the ulcer, 
surgery is expected so to alter the gastric mechanism 
that recurrence is impossible, but as this result is at 
present uncertain, the gastric contents should be 
examined after every operation and unless achlor- 
hydria is established, the patient should be referred 
back to the physician for medical treatment. 

7. More attention should be paid by physicians 
to the treatment of dyspepsia and the early diag- 
nosis of ulcer. When the presence of an ulcer is 
recognized, adequate medical treatment should be 
instituted at once. Cuarces F, DuBors, M.D. 


Guibal, P.: Pylorogastric Resection for Perforated 
Ulcer and Cancer; Four Cases (Résection pyloro- 
gastrique pour perforation d’ulcus et de cancer; 
quatre observations). Bull. et mém. Soc. nat. de 
chir., 1930, lvi, 214. 


Case 1 was that of a man forty-five vears of age 
who was seized while at work by sudden, sharp 
pain in the epigastrium so severe as to cause him 
to fall to the ground. During the previous six months 
he had had vague pains in the epigastrium. There 
was no emaciation. Roentgenography six months 
previously was negative. 

When the patient was examined by the author 
he was in great pain, with his knees flexed and with 
board-like rigidity of the abdomen. Operation was 
performed fifty-three hours after the occurrence of 
the perforation. ‘There were several spoonfuls of 
liquid free in the abdominal cavity. The stomach 
was adherent to the liver. The adherent portion was 
covered by a membrane. In the center of the mem- 
brane, which corresponded to the center of the 
lesser curvature near the small omentum, there was 
a perforation the size of the little finger. This was 
surrounded by an indurated area the size of the 
palm of the hand and 1 cm. thick which extended 
over to the greater curvature, forming a fold which 
simulated an hour-glass stomach. A pylorogastric 
resection was done aid a tube placed in the jejunum 
according to Pélya’s method. The abdominal wall 
was sutured with bronze wire without drainage. 

Microscopic examination disclosed a glandular 
epithelioma. 

Convalescence was uneventful, but ten months 
after the operation the patient began to lose weight 
and to show enlargement of the liver, and a year 
after the operation he died in a cachetic condition. 
He had no gastric symptoms after he was operated 
upon. 

Case 2 was that of a man of sixty years who for 
three years had had typical ulcer pain which at times 
was associated with melena. The last attack was 
more severe than the others. At operation performed 
under local anwsthesia ten hours after the last at- 
tack the pyloric portion of the stomach was found 
buried under and adherent to the liver and to con- 
tain a pea-sized perforation. As the induration in- 


cluded the entire pylorus, resection was necessa1 


Pylorogastric resection was done according to the 


Pélya method and the abdomen was closed witho 
drainage. The portion removed contained part 
the first division of the duodenum, the pylorus, : 
the lesser curvature, and showed an old callus u! 
with a perforation at its base. 

After the operation the patient vomited sv 
foods but not liquids. The vomiting became m 
frequent and of a bilious character. A second oj» 
tion, performed a month after the first one, reve 
a plastic adhesive peritonitis encircling the stom: 
adherence of the omentum to the liver, abdom): 
wall, and the site of the first operation, and obs 
tion of the efferent jejunal loop. As it was impos 
to free the adhesions, an anterior gastro-enterost: 
was performed. The patient made an unevei 
recovery. 

The third case was that of a man forty-two \: 
of age who had suflered with periodic attac| 
epigastric pain and hyperchlorhydria for se 
years. In the last attack, which was sudden, 
pain was extremely sharp. Operation perfo: 
under local anesthesia seven hours later show: 
markedly indurated pylorus with a small per 
tion near the duodenum. It was found neces 
to do a resection and a Pélya anastomosis. Thy 
domen was closed without drainage. When 
patient was seen again three years later he repo 
that he was entirely free from symptoms. 

Case 4 was that of a man of fifty-eight years 
had been suffering from gastric distress periodi 
for the past fifteen years. On two occasions it 
associated with melwna. The last attack cam 
suddenly with the typical excruciating pain of | 
foration. Operation performed under local an 
thesia seven hours later disclosed free fluid in 
abdominal cavity, a perforation in the second }) 
of the duodenum which was adherent to the p 
creas, and a large irreducible inguinal hernia o! 
omentum. A resection beginning at the right 
ending at the duodenum was done. The tissues 
friable, and it was very difficult to maintain ham 
tasis. A Pélya anastomosis was done and the oy) 
ing in the mesocolon sutured. The abdomen 
sutured without drainage. 

The patient made a good immediate reco 
from the operation, but on the fifteenth day 
veloped symptoms of high intestinal obstructi 
At re-operation it was found that the first je): 
loop of the gastrojejunal anastomosis had herni: 
through the suture line in the transverse mesoco! 
The hernia was reduced and the opening clos 
On the tenth day after the operation a clear liq 
began to escape from the wound. This was thot 
to be due to a duodenal or pancreatic fistula. ‘| 
abdominal wall became eroded and some of 
sutures were loosened by the irritating dischai 
Sixteen days later the discharge had practi 
ceased and it was believed that the patient 
completely well. However, on the eighteenth < 
he was seized with a syncopal attack and vomi! 
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up ‘2 liter of pure blood. This was repeated in two 
hours, and death resulted eight hours later from 
an unusually large hemorrhage. Autopsy was not 
permitted, but the author believes that the hemor- 
rhage had its origin in an area injured by a de Martel 
stomach clamp. 

The prognosis in cases of perforation depends on 
the time interval elapsing before intervention, 
whether or not there are adhesions to the perfora- 
tion which prevent free escape of the gastric con- 
tents, and whether or not the stomach was full or 
empty at the time of the perforation. When the 
general condition permits and the local conditions 
are suitable, a pylorogastrectomy is advisable. 
Otherwise, More conservative procedures such as 
suture of the perforation, closure with an omental 
flap, excision of the indurated area, and gastro- 
enterostomy should be employed. 

In the discussion, BASseT emphasized that there 
are numerous factors which may enter into the 
prognosis, but the most important is the time at 
which operation is performed. He stated that on 
several occasions he has operated upon and cured 
patients with perforations in whom the entire stom- 
ach contents had been emptied into the peritoneal 
cavity. Jacos E. Kier, M.D. 


Bloom, C. J.: Intestinal Polyposis in Childhood; A 
Report of Three Cases and a Survey of the 
Literature. New Orleans M. & S. J., 1930, 1xxxii, 
047. 

The first case reported was that of a boy three 
years of age who had pertussis and repeated attacks 
of tonsillitis and developed periodic attacks of fever 
and later mitral regurgitation. The tonsils and 
adenoids were removed. Subsequently, constipa- 
tion developed and blood appeared in the stools. 
After an attack of pain in the abdomen associated 
with nausea, bright red blood and a pedunculated 
fleshy tumor mass the size of a walnut were passed. 
Microscopic examination showed the tumor to be a 
mucous polyp composed largely of granulation tissue 
covered by scanty epithelium. After one more attack 
of bleeding from the bowels, the child recovered and 
remained well. 

The second case reported was that of a four-year- 
old boy with a history of bloody. bowel movements 
for fifteen months. The urinalysis and feces exami- 
nation were essentially negative and the blood count 
was normal. A _ tentative diagnosis of mucous 
polypus was made. Later the family reported that 
the patient passed a fleshy mass, but it was not re- 
covered for microscopic examination. 

The third case was that of a girl four years of age 
who had passed bloody stools for a year. X-ray 
examination of the gastro-intestinal tract revealed 
pylorospasm, spasticity of the colon, and cecal and 
colonic stasis. There were no parasites in the faces. 
rhe secondary anemia was not marked. Procto- 
scopic examination was about to be done when the 
child developed prolapse of the rectum with the 
protrusion of a pedunculated polypus through the 
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anus. The tumor was the size of a hickory nut, 
reddish-gray, vascular, and flesuy. The pedicle 
was 1% in. long and of the diameter of a lead pencil. 
The tumor mass was surgically removed. Since the 
operation, the child has remained well and there has 
been no bleeding. 

At the present time the nomenclature of tumors 
of the intestinal tract is very confusing. Various 
theories and groupings have been suggested. Vir- 
chow first described the disseminated form as “‘ colitis 
polyposa cystica.”” Hauser calls the condition 
‘polyposis intestinalis adenomatosa.’’ He believes 
that simple polypi often become malignant. Drueck 
classifies the majority of rectal polypi with adeno- 
mata. In children there is usually a single adenoma 
or at most only three or four such tumors varying in 
size from that of a cherry to that of a hen’s egg 
Frequently the polypus is pedunculated. It often 
resembles a red raspberry. It consists chietly of 
connective tissue but contains also a small amount 
of glandular and epithelial tissue. This type of 
adenoma usually occurs in children under twelve 
years of age. 

In some cases, definite symptoms are wanting. 
The symptoms often vary within wide limits. If 
the polypus is located in the rectum there may be 
tenesmus and bleeding. Secondary anwmia and 
cachexia have been observed. Even a fatal hemor 
rhage may result. If the tumor is recovered in the 
bowel movements, the diagnosis is established. A 
proctoscopic examination will often clear up the 
diagnosis. Rectal prolapse and the passage of blood 
and mucus in the stool are suggestive. 

Benign tumors of the bowel are more common than 
is indicated by the reports in the literature. An 
intestinal polypus is often the exciting factor in 
rectal prolapse or intussusception. The nomencla 
ture of benign tumors of the bowel needs revision. 
Polypi should be removed with cauterization of the 
base to prevent recurrence and malignancy. 

Joun W. Nuzem, M.D. 


Draper, J. W., and Johnson, R. K.: Chronic In- 
testinal Obstruction of the Segmental Type: 
Further Studies in Omental Pathogenesis. 
J. Am. M. Ass., 1930, xciv, 683. 


Johnson concluded from previous roentgenoscopic 
study that partial pressure obstruction of the caudad 
intestine serves in some way to produce dilatation 
and functional disturbances of the cephalad intes- 
tine, especially the duodenum. Support for this 
observation was found in the work of Barber. 
Draper has for many years observed experimental 
duodenal obstruction in dogs, but in common with 
others is unable to explain the nature of the toxins 
formed or to account for the carly death which 
usually occurs. The toxins are endo-enteric and exo- 
enteric and are present in both acute and chronic 
obstruction. 

The authors classify chronic intestinal stasis, or 
constipation, into three types: (1) habitual con- 
stipation; (2) physiological constipation; (3) partial 
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obstruction, primarily organic and_ secondarily 
physiological. In the last type constipation is not a 
constant finding; occasionally diarrhoea occurs. 
Constipation may become progressive and cease 
to yield to diet and other ordinary measures but in 
some cases, it may be only relative, the chief symp- 
tom being vague abdominal distress. Attacks of 
diarrhoea may occur regularly following the inges- 
tion of food. To the authors this suggests stimula- 
tion of a physiologically abnormal duodenum. 
Pressure obstruction of the colon in man is anal- 
ogous to experimentally produced segmental ob- 
struction in the dog. Segmental colonic obstructions 
are caused by variations of the omentum and peri- 
toneum and can be diagnosed roentgenoscopically. 
The pressure defects are ordinarily found near the 
splenic flexure. ‘The pressure results in ischaemia and 
tissue destruction. Simple severance of congenital 
bands is insuflicient. The authors recommend ex- 
cision of the malformed and diseased omentum. 
EARL Garswe, M.D. 


Moiroud, P.: Typhoid Perforation Operated upon 
After Eighteen Hours: Exteriorization; New 
Perforation on the Twentieth Day in the Ex- 
teriorized Loop; Cure (Perforation typhique ope- 
rée a la dix-huitiéme heure; exteriorisation; nou- 
velle perforation au vingtiéme jour sur l’anse ex- 
térioris¢e; guérison). Bull. et mém. Soc. de chir., 
1930, lvi, 200. 


On the thirteenth day of a particularly severe 
attack of typhoid fever a child of eleven years 
presented the syndrome of perforation. Five hours 
previously there had been a change in its condition 
and a physician had injudiciously ordered flushing 


of the intestine. ‘Three such lavages had been ad- 
ministered, the last with no results. At operation, 
performed under ethyl chloride anwsthesia, an 
oblique incision was made in the right iliac fossa. 
When the peritoneum was incised, manifestations 
of general peritonitis were evident and considerable 
yellowish, flocculent intestinal contents escaped. 
On the convex border of the last loop of ileum, 
25 cm. from the cecum, a perforation the size of a 
pinhead was found. There were no adhesions. The 
involved intestinal loop was exteriorized for from 
18 to 20 cm. of its length and two loops were fixed 
to the parietal peritoneum. A Nélaton catheter was 
then passed through the perforation for external 
evacuation of the intestinal contents, a suprapubic 
incision made, and drainage of the peritoneal cavity 
established. Two days after the operation there 
were signs of pulmonary congestion. The supra- 
pubic drain was removed after forty-eight hours 
as the peritoneal symptoms rapidly subsided. Later, 
bed sores developed and a crural ulcer required 
incision. Gradual recovery resulted. 

Eighteen days after the operation a perforation 
occuried in the upper portion of the exteriorized 
loop 4 cm. from the first perforation. However, 
after some dilliculties due to irritation of the skin 
about the wound, discomfort induced by the crural 
abscess, and herniation of the intestinal mucosa, 


gradual recovery occurred. On the fiftieth day after 
the operation the intestine was returned to the ab 
dominal cavity. <A slight fistula which remained 
became healed in three months A slight ventral 
hernia was operated later without touching the 
intestine. Thereafter the child had no further 
intestinal disturbances. 

In the discussion Moure said that the serious 
ness of a typhoid perforation is due to the fact that 
the entire intestinal wall is infiltrated and aioma 
tous and the infection spreads to the end «) the 
ileum. Most typhoid perforations which come to 
operation are fatal; at the time of operation the 
patients are usually in a moribund condition. ~ ome 
of those who recover from the operation «jc of 
peritonitis; others who seem to recover froi, the 
operation develop a new perforation or a con lica 
tion such as myocarditis, as a perforation is \.\.ally 
an indication of a severe type of typhoid fever he 
majority of such patients seen by Moure have ied 
However, in one case in which he sutured th. per- 
foration and made a cwcal fistula, recovery res ilted. 
Moure believes that the cecal fistula was im- 
portant factor in the recovery. He obtained a 
favorable result also in a case of volvulus ©: the 
sigmoid in which he did a resection and ; 
cecal fistula. On several occasions he made « 
fistula in the presence of a peritoneal syndron 
distention, always with good results. In thi- con- 
nection he called attention to the improvement in 
the peritoneal symptoms following appendicitis \ hen 
a spontaneous fecal fistula develops. He believes 
that a cecal fistula should be made systematically 
in the treatment of typhoid perforations. The direct 
drainage of the small intestine prevents secondary 
fermentation, especially when there is blood in the 
intestine, and places the intestine at rest. Moreover, 
there is a logical indication for the formation of a 
cecal fistula in every severe case of typhoid icver 
associated with persistent distention. 

Mocgvor stated that he attributes the cure to 
the technique of the operator more than t. the 
particular procedure employed. He cited the case 
of a man he had recently operated upon twenty 
hours after the onset of perforative symptoms. A 
perforation was found in the last loop of the t/cum. 
This was sutured, the intestine returned to the ab- 
domen, and the abdomen closed without drain ge. 
The patient readily recovered from the perfor. ion, 
but did not recover from the typhoid fe: er «ntil 
after a relapse. In Mocquot’s opinion, the proguosis 
of typhoid perforation depends upon the time of 
operative interference and the general progress ot 
the typhoid fever itself. 

MAUCLAIRE emphasized the importance «! the 
operative technique. He stated that he had op.’ ted 
several times for intestinal perforation, re-infor ing 
the suture with an omental graft, but in © very 
instance the result was unsuccessful becaus: the 
operation was done too late. 

CADENAT reported a case of typhoid perfor ‘ion 
in which recovery followed exteriorization 0 the 
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perforated loops. He does not see the necessity 
for making a cecal fistula routinely although he is 
well aware of the advantage of the procedure in 
grave peritonitis. He believes that the prognosis 
of typhoid perforation depends less on the technique 
of operation than on the promptness with which 
operation is performed after the perforation. 
\MowvRE stated that he prefers to make a cecal 
fistula instead of an ileal fistula because the former 
is easier to close. In favorable cases of typhoid he 
has found simple exteriorization of the perforation 
sulticient. Jacos E. Kirin, M.D. 


Christopher, F.: Necrosis of the Ileum Following 
Pelvic Inflammatory Disease. Surg. Clin. North 
Im., 1939, X, 333- 


The patient whose case is reported was operated 
upon for severe diffuse abdominal pain. As signs of 
periappendicitis were found the appendix was re- 
moved. The uterus and tubes were discovered to be 
bound down by dense adhesions and a loop of in- 
testine was firmly adherent to the top of the uterus. 
After the loop of intestine had been liberated, it was 
found to be dark purple for a distance of about 8 in. 
Attempts to restore the circulation being unsuccess- 
ful, the involved portion was resected and a lateral 
anastomosis was done. Bilateral salpingectomy was 
then performed. The patient recovered. 

Wiveeur Baitey, M.D. 


Hullsiek, H. E.: Adenomatous Polyps of the Colon 
and Rectum. Minnesota Med., 1930, xiii, 229. 


Adenomatous polyps make up by far the largest 


group of intestinal growths and are frequently 


found in children. Multiple polyposis is usually 
manifested in childhood or early youth. The in- 
cidence of malignancy in this condition is from 40 
to 50 per cent. Forty-six per cent of all benign 
growths in the intestinal tract and 63 per cent of 
adenomata are found in the rectum; hence well 
Within reach of the examining finger. A common 
site for the development of adenomata is the anterior 
intestinal wall just proximal to the sharp fold mark- 
ing the rectosigmoid junction. Since carcinoma is 
also often found at this point, it may result from 
polyp formation. 

_ On digital examination, polyps are smooth and 
fairly hard and firm, but not as firm as carcinoma. 
As a rule they are definitely pedunculated. As seen 
through the sigmoidoscope, they are bright red, 
glistening round masses which sometimes are lob- 
ulated. They ooze blood freely when rubbed. Of 
the author’s series of twenty-five cases of single 
polyps, six showed carcinomatous change. In six- 
teen cases bleeding occurred. Other symptoms were 
irritation, a discharge, prolapse, bloody diarrhoea, a 
sense of incomplete evacuation, pain in the bladder, 
and obstruction. Jones is quoted as saying that the 
presence of blood in the stool is of even greater im- 
portance than the carcinoma itself as polyps often 
become carcinomata and proper treatment before 
they become malignant means permanent cure. 
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The author points out that rectal examination 
should be a part of every routine complete ex 
amination, certainly if any rectal symptoms are 
present, especially rectal bleeding. Adenomatous 
polyps should be considered distinctly pre-malignant 
growths and should be eradicated when seen. In 
some cases the polyp may be prolapsed, ligated, and 
removed under novocain relaxation of the sphincter 
ani. When the polyp is situated high, the prosto- 
scope may be used and removal effected with a cold 
snare drawn up slowly or with the use of a high- 
frequency snare to prevent postoperative bleeding. 

Mavrice Meyers, M.D. 


Bargen, J. A., and Rankin, F. W.: Multiple Car- 
cinomata of the Large Intestine. Ann. Surg., 
1930, xci, 583. 

Cases of multiple carcinoma of the colon have 
been reported in which it was not recognized that 
polyposis preceded the carcinoma. Following a 
review of the work of previous investigators, includ 
ing Fenger, Major, and Cabot, which showed that 
multiple malignant lesions may occur not only in 
the same person but also in the same organ, Bargen 
and Rankin report sixteen cases in which there was 
more than one carcinoma of the colon, each of a 
different origin. They state that while multiple 
primary malignant lesions in various tissues of one 
person have been frequently recorded, the occur- 
rence of multiple malignant tumors in the same organ 
at the same or different times has rarely been ob- 
served. They believe that this fact has a distinct 
bearing on the treatment and prognosis. Polyps 
should be considered a sign of possible future malig- 
nant disease of the large intestine, but it is impos 
sible to predict whether or not a given polyp will 
become malignant. 


Gerstley, J. R.: Appendicitis in Children. 
Clin. North Am., 1930, xiii, 1175. 


Med, 


In children the symptoms of appendicitis are 
extremely variable and the progress of the disease 
is rapid. The child may have a catarrhal appendix 
one day and a ruptured appendix the next. Appen 
dicitis is the most common surgical disease in young 
children. Sixty per cent of all laparotomies on chil- 
dren are performed for appendicitis and 95 per cent 
of cases of peritonitis in children are due to that 
condition. Before the fifth year of age, 4 per cent of 
all deaths of children are due to appendicitis despite 
the fact that only 2 per cent of cases occur at that 
time of life. 

In 6 per cent of the cases of children under five 
years of age there is a history of previous attacks, 
whereas in the cases of children between five and 
twelve years of age such a history is given in 30 per 
cent. The disease is twice as common in male 
children as in female children. 

The chief symptom in children is pain. The pain 
is constant and prevents sleep. The child resents 
any change in position and will not sit up volun- 
tarily. The pain differs from that occurring in the 
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adult. In 20 per cent of Richter’s 208 cases general 
abdominal pain was absent at the onset. Pain in 
the right lower quadrant was present in only 80 per 
cent. In 70 per cent it began on the first day. The 
first effect of inflammation is irritation of the ab- 
dominal sympathetic. The abdominal sympathetic 
in turn influences the spinal nerves of the same 
segment. Hence the first pain is in the umbilical 
region and the skin innervated by these spinal 
nerves. Later, as the peritoneum becomes inflamed 
(in children this occurs rapidly) the pain becomes 
localized to the area of local peritonitis. 

Nausea and vomiting occur at the onset of the 
condition in about 80 per cent of the cases. The 
temperature at the onset usually varies from 99 to 
1o1 degrees F. and is rarely more than 103 degrees. 
The pulse rate is accelerated in all cases, but par- 
ticularly in toxic cases. The leucocyte count, though 
usually elevated, is under no circumstances to be 
considered an index of the severity of the infection. 
Constipation is a frequent symptom, but diarrhoea 
occurs occasionally. Painful urination and _fre- 
quency are not uncommon. 

On physical examination the child may not appear 
acutely ill, but may be pale. He holds the abdomen 
quiet and breathes costally. He usually resents 
manipulation of the right leg. The cardinal signs 
are related to the abdomen. Involuntary rigidity is 
present in fully 95 per cent of the cases. Local 
tenderness is an extremely valuable diagnostic sign. 
The author gains the child’s confidence by examin- 
ing the ankle. When this is done, the child relaxes his 
abdominal muscles. Then, taking a firm hold on the 
ankle, the author shakes the child’s body so as to 
jar the abdomen, when the child will often place 
his hands over the sore spot in the abdomen in an 
attempt to steady it. In all doubtful cases a rectal 
examination should be made. 

The onset of appendicitis is frequently confused 
with that of pneumonia. Other conditions to be 
differentiated are gastro-intestinal colic, pyelitis, 
intussusception, inflammation of Meckel’s divertic- 
ulum, and peritonitis from other causes. Cyclic 
vomiting and acidosis have been considered due to 
metabolic disturbance, but patients with these 
conditions are frequently relieved by appendectomy. 

There is no complication more misleading than 
rupture of the appendix in the child. After a period 
of discomfort and fever the child shows sudden im- 
provement and for a few hours is free from symp- 
toms. Then, with a rush, comes the peritonitis. 
When the physician sees the patient for the first 
time in such a period he must rely in his diagnosis 
chiefly on a carefully taken history, and if abdominal 
pain and fever have been suddenly relieved he 
must be on his guard. Gerorcr A. Cottett, M.D. 


Raw, S.: Eight Hundred Consecutive Operations 
for Appendicitis. Brit. 17. J., 1930, i, 483. 

The author urges early appendectomy in appen- 

dicitis. He gives the following 4 reasons for the 


frequent delay of operation: 





1. The patient does not summon the doctor son 
enough. 

2. Textbook descriptions are frequently mislead 
ing as the symptoms they describe are late sympivms 
and practitioners are tempted to await the appear 
ance of such symptoms before calling in surgical «ic 

3. The symptoms are frequently atypical bec; use 
the appendix is by no means always in the normal 
anatomical position. 

4. It is extensively held, and taught, that opera 
tion is unnecessary until palliative measures }\\\¢ 
failed, and that surgery is inadvisable after the 
ond day of the attack. 

Appendicitis is most frequent between the age. of 
twelve and twenty-five years. The attack bevins 


suddenly. The first symptom is pain, whic} is 
usually referred to the umbilicus. Shortly after ihe 
onset of pain, nausea or vomiting supervenes «i is 


quickly followed by tenderness over the right iia 
fossa. These symptoms—pain, vomiting or nausea, 
and local tenderness—in the order named. ire 


classical symptoms of appendicitis and alone justi{\ 
the diagnosis. Fever, leucocytosis, an incre:sed 
pulse rate, local swelling, a dry furred tongue. and 
peritonitic facies are late symptoms. 

In the early stages of the attack the severity of 


the vomiting is usually directly proportional to ‘he 
degree of distention of the appendix. Therefore the 
more severe the retching the more likely is ‘he 
appendix to perforate early. 

In a case definitely diagnosed, the author follows 
the recognized technique, but uses minimal drain 
age. For years, he has favored almost complete 
elimination of the drainage tube from the peritoneal 
cavity. He closes the wound tight in cases of per- 
forated gastric or duodenal ulcer and pyosalpins 
and in many cases of gangrenous appendix. In 
suppurative appendicitis, he uses only very small 
drainage tubes. He believes that secondary infection 
often occurs along the course of a drainage tube. 

After closing the peritoneal suture line, he lays a 
strip of rubber, about % in. wide along it, and ox 
tends the strip to the surface to care for any serous 
drainage. This permits primary healing with litile 
chance of muscle-layer infection. 

The cases reviewed are summarized in the fol| 
ing tables: 

TABLE I.—ACUTE CASES IN 
APPENDIX WAS REMOVED AT THE PRIM \}\ 


OPERATION 


Appendix 
perforated 


Appendix 
| not perforated 





ad | 


Situation of the | l | | 
| Notad-| Adher- |Not ad-| Local | 


appendix 








| herent | ent | herent | abscess | Died 
| 
Internal to cecum and 69 | 28 | e 4 11 ° 
in front of ileum | | | 
Internal to cecum and} 18 | 8 | 5 17 I 
behind ileum | | 
External to cecum | 25 i2 | 8 24 ° 
Retrocecal | 40 =| 35 II 42 
Toward pelvic brim 45 | 12 17 6 ° 
In true pelvis | 23 «| 16 10 15 3 
Totals 226 111 TR 1 


WHICH JHE 








On 














TABLE II.—ACUTE CASES IN WHICH 
\PPENDIX WAS NOT REMOVED 
RIMARY OPERATION 


THE 
AT THE 





Recovered | Died | Total 





Cir ribed local abscess 20 I 27 
Dif eneral suppurative peri 7 6 13 
I | 33 a, | _4 


\BLE III.—INTERVAL AND SUBACUTE 
(RESOLVING) CASES 


Not 
adherent 





. Ad- | 
iition of the appendix herent | Died | Total 


Jnterral to excum and in front of| 49 | 30 ° 85 
} | 
Inter to caecum and behind| | | 
ile | 7 oS | @ } ag 
External to ca@cum | 5 18 eo tf 3 
Retrocvcal 7 47 ° 54 
foward pelvic brim | 30 14 | 2 14 
In true pelvis + 160 | ° 20 
Tot | 102 | 140 | ° 251 





Cuarves F. Du Bots, M.D. 
Ochsner, A., Gage, I. M., and Garside, E.: The 
Intra-Abdominal Postoperative Complications 
of Appendicitis. Ann. Surg., 1930, xci, 544. 

A discussion of the most common intra-abdominal 
postoperative complications of appendicitis is pre- 
sented. The incidence of complications following 
appendicitis depends upon several factors: (1) the 
age of the patient; (2) the care he received previous 
to operation and the treatment instituted by the 
surgeon; (3) the virulence of the offending organism; 
and (4) the patient’s resistance. 

The most frequent complication is peritonitis. In 
a review of the literature on appendicitis, it was 
found that the infection extended beyond the 
appendix in from 26 to 100 per cent of the cases. 
Of 193 consecutive cases of acute appendicitis ad- 
mitted to the Charity Hospital, New Orleans, dur- 
ing a period of twenty-two months, 29.5 per cent 
presented a localized abscess; 11.9 per cent, a 
difluse peritonitis; and 37.3 per cent, sufficient 
evidence of peritoneal involvement to require 
drainage. In selected cases of peritonitis associated 
with acute appendicitis conservative therapy should 
be used. Fluids should be given subcutaneously 
by rectum, or intravenously. Nothing should be 
given by mouth. Gastric lavage is important. 

Closely associated with, and usually dependent 
upon peritonitis is ileus. Ileus occurs in from 6 to 
15 per cent of all postoperative complications of 
appendicitis. It is essential to differentiate between 
the mechanical and the adynamic varieties of ileus. 
In the former, the pain is characteristically colicky 
and intermittent and evidence of increased _peri- 
stlsis is elicited by auscultation. In the latter, the 
pain is continuous and dull, and auscultation reveals 
no sound. The treatment must include the adminis- 
tration of fluids and chlorides to overcome the 


alkalosis and hypochloramia. In ileus of a mechan- 
ical variety, immediate relief of the obstruction is 
Imperative. 


In many cases of adynamic ileus, 
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enterostomy is indicated. When enterostomy fails, 
splanchnic analgesia is often of value. 

Residual intraperitoneal abscesses occur in from 
1.8 to 5.7 per cent of all cases of acute appendicitis. 
Primary drainage of the peritoneal cavity does not 
prevent the formation of secondary or residual 
abscesses. ‘he most frequent sites of residual ab- 
scesses are: (1) the cul-de-sac of Douglas, (2) the 
ileocecal region, (3) the subphrenic space, and (4) 
the left iliac region. 

In infections of the cul-de-sac of Douglas it is 
necessary to distinguish between simple infections 
and infections which go on to abscess formation. 
Infection occurs in this area most frequently in 
cases in which the peritonitis was treated by placing 
the patient in Fowler’s position. A characteristic 
sign is diarrhoea with an excessive secretion of 
mucus associated with a sense of fullness in the 
rectum and urinary symptoms. On physical exami- 
nation, relaxation of the external anal sphincter 
together with oedema of the anterior wall of the 
rectum and a bulging mass anteriorly in the rectum 
are found. The treatment of cul-de-sac infections 
consists of conservatism until abscess formation 
occurs. After abscess formation, incision and drain- 
age are indicated. The authors prefer to drain cul- 
de-sac abscesses through the rectum because of 
the ease with which this may be accomplished and 
because the drainage is established at the most de- 
pendent portion. 

Ueocecal abscesses occur in the region of the 
appendix and are relatively easy to diagnose. After 
abscess formation has occurred, incision and drain- 
age, preferably without traversing the free peritoneal 
cavity, are indicated. Left-sided abscesses occur 
relatively infrequently. They usually follow acute 
appendicitis in children. The signs and symptoms 
are those of localized inflammation on the left side 
of the abdomen. As soon as abscess formation has 
occurred, incision and drainage are indicated. 

Subphrenic abscess is a frequent and important 
complication of acute appendicitis. It constitutes 
from 6.6 to 17.3 per cent of all residual abscesses. 
Because of its inaccessible position, a subphrenic 
abscess is usually not diagnosed until relatively late, 
but if the condition is borne in mind its diagnosis is 
relatively easy. The patient usually complains of 
pain in the region of the thorax, which is aggravated 
by deep breathing. There is limitation of motion on 
the affected side. ‘The most frequent site of localiza- 
tion is a relatively small area on the upper surface of 
the liver, posterior to the right prolongation of the 
coronary ligament. [requently associated with an 
abscess in this position is a similar abscess on the 
inferior surface of the liver. The treatment of sub- 
phrenic infection should be conservative until abscess 
formation occurs, when incision and drainage are 
indicated. Drainage should be established in such a 
way that no uninvolved pleural or peritoneal 
cavity is traversed. When the abscess is in the 
usual area, the right postero-superior space, the 
best approach is retroperitoneal. 
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The least frequent intra-abdominal complication 
of acute appendicitis is pylephlebitis, which occurs 
in from o.1 to 1 per cent of all cases of acute appen- 
dicitis and in about 5 per cent of patients dying of 
peritonitis. This condition is to be suspected when- 
ever a history of chills is obtained either before or 
after operation. The treatment of pylephlebitis is 
mainly prophylaxis; the appendix should be re- 
moved early before the infection has spread to the 
venous radical. When portal thrombophlebitis has 
occurred, ligation of the portal vein or some of its 
radicals is often life-saving. 

In conclusion, the authors state that if the 
various postoperative intra-abdominal complica- 
tions of appendicitis are kept in mind, their diagnosis 
and treatment are relatively easy. They emphasize 
that these lesions must be recognized early in order 
that proper treatment may be instituted before the 
development of an overwhelming toxemia. 


King, E. S. J.: Concerning Epithelial Tumors of 
the Vermiform Appendix. J. College Surg. 
Australasia, 1930, ii, 364. 


Epithelial tumors of the appendix are of two 
distinct types—true carcinomata, which are rare, 
and non-malignant “carcinoids,” which are more 
common. Carcinoids are most common in young 
persons and constitute 0.4 per cent of all appendiceal 
lesions. 

Carcinoid tumors may occur in any part of the 
alimentary canal from the cardia to the anus, but 
are particularly frequent in the appendix. In the 
appendix, the following types are found. 

1. A hard, apparently circumscribed nodule oc- 
curring at the tip of the appendix, which measures 
up to 18 mm. in diameter and on section presents a 
uniform yellow surface. This is the most common 
type. 

2. A nodule obliterating the lumen of the tube 
and arising in an arc of cicatrization due to chronic 
appendicitis. 

3. A rare diffuse type resulting from invasion of 
the muscular layer by the tumor cells. 

4. Multiple tumors. 

The presence of a carcinoid may cause stenosis 
with consequent dilatation of the appendix and the 
formation of a mucocele or acute appendicitis. 

Several theories have been advanced as to the 
origin of these tumors but the two which have 
received most attention are that the cells of origin 
are entodermal and that they are ectodermal. 

In the normal mucosa of the alimentary tract 
there are found cells which are called ‘‘argentaflin 
cells”’ because of the presence within them of silver- 
reducing granules. The origin and function of these 
cells are unknown, but King believes they are 
closely related to, and derived from, the nervous 
system. He states that the growth of neuromata in 
the intestinal tract, the occurrence of argentaffin 
cells in these tumors, and the presence of similar 
proliferations containing the characteristic cells in 
relationship to carcinoids afford strong presumptive 
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evidence of the nervous origin of carcinoid tumors 
The structure of the typical tumor with its spheroi- 
dal argentaffin cells together with spaces among the 
cells surrounded by columnar cells forming ‘‘ro- 
settes”’ closely resembles in appearance the structure 
of many brain tumors, gliomata of the retina, neuro- 
cytomata of the adrenal, and other neoplasnis of 
nervous tissue origin. 

King concludes that carcinoid tumors arise {rom 
nervous cells which are probably derived from the 
sympathetic system. E. S. PLarr, \ 1. 


Fried, H., and Stone, H. B.: Four Rare Rectal 
Tumors; Intrarectal Solid Teratoma, Fibro- 
leiomyoma, Paraffinoma, and Chordoblasi oma. 
Surg., Gynec. & Obst., 1930, 1, 762. 

Intrarectal solid teratomata are exceedingly rare: 
only three cases having been reported in the 
ture. The case reported by the authors was | 
a woman aged thirty-five years who complai:d of 
hair growing from the anus. Proctoscopic examina: 
tion revealed an ovoid white tumor about th size 
of a large plum just above the lowermost rectal 
valve. The hair was growing from the tumor. At 
operation, the rectal mucosa was divided froin the 
pedicle of the tumor, the pedicle was dissected hack 
ward to the fibrous tissue in front of the sacrum 
and there clamped and ligated, and the wound in 
the posterior rectal wall was packed with dry sauze, 
the gauze being brought out through the anus. At 
the end of three weeks the wound in the rect! wall 
was healed. The patient was entirely well when she 
was seen eight months later. 


Lera- 
it of 


This tumor, unlike an ordinary dermoid, was not 
cystic, but was a solid teratoid mass of mixed tissues 


covered by skin from which hair grew. Such a tumor 
may have been originally a cyst which rupture: into 
the lumen of the rectum and, as it grew, turne: in- 
side out, its hairy skin lining becoming its covering. 

On microscopic examination, the neoplasm was 
found surrounded by cornified squamous epith«lium. 
Its main body was made up of bundles of smooth 
muscle and connective tissue, alveoli of fat, racemose 
sweat glands, bone, nerve fibers, and hair follicles. 

The second case reported was that of a woman 
aged seventy-four years who had complainc:! for 
several years of pain in the rectum and diliculty 
in securing bowel movements. The physicia:: first 
consulted had found a swelling back of the anus and 
had incised it. About six weeks later the aut/vor re- 
moved an encapsulated tumor from the same area. 
The wound healed quickly. Examination « year 
later revealed no evidence of recurrence. 

Under the low-power microscope the section sug- 
gested a fibromyoma of the uterus. There were 
strands of hyalinized connective tissue inters) ersed 
with whorls of smooth muscle fibers. The di: 
was fibroleiomyoma of the rectum. 

Such unusual tumors must be borne in mi: 
cause of the possibilities they present for mist 
diagnosis. The most common error consi 
mistaking them for malignant tumors. 


nosis 
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Paraffinoma of the rectum has not been previously 
described. The authors report such a tumor in a 
man aged sixty-one years who had been treated for 
hemorrhoids two years previously by an injection 
method and complained of increasingly persistent 
constipation. Rectal examination revealed, just 
above the anal canal, an annular constriction which 
was hard and fixed and had well-defined edges. The 
mucous membrane was smooth and free from ulcera- 
tion. Sarcoma of the bowel wall was suspected. The 
biopsy diagnosis was tuberculosis of the rectal wall. 

At operation, the tumor and about 3 in. of the 

lower portion of the rectum were resected. The 
sphincter muscle was preserved and a Whitehead 
type of repair of the rectum was performed. 
’ Microscopic examination of the specimen showed 
the mucosa to be intact. The tissue beneath was 
infiltrated with small round cells. Pseudotubercles 
with giant cells and rarefied tissue of the foreign 
body type about them were seen. A few hyaline 
areas were interpreted as paraffin. 

The last case reported was that of a man twenty- 
seven years of age who had complained of “rectal 
trouble” for nearly nine years. The condition had 
been diagnosed as anal fistula and perirectal abscess. 
Its true nature was discovered when the entire tract 
was opened and pieces of the gelatinous tissue lining 
it were subjected to microscopic examination. 

On section, the curettings revealed large polygonal 
cells arranged in strands with occasional syncytial 
masses and “‘foam cells.” A diagnosis of sacrococcy- 
geal chordoblastoma was made. 

During the process of healing, further treatment 


with radium was given. A year later the patient re- 
ported that the wound was completely healed. 

The article is illustrated with six drawings of the 
teratomata of the rectum, showing the operative 
procedure, and photomicrographs of tissue from 


each of the tumors. J. Epwry Krrkparrick, M.D. 

Gordon-Watson, Sir C., and Dukes, C.: The Treat- 
ment of Carcinoma of the Rectum with Ra- 
dium: with an Introduction on the Spread of 
Cancer of the Rectum. Brit. J. Surg., 1930, xvii, 
643. 


Cancer of the rectum may spread by direct ex- 
tension through continuity of tissue, by the lym- 
phatic system, and by the blood stream. 

In the beginning there is a proliferation of the 
columnar epithelium of the mucosa which forms a 
mass that protrudes into the lumen of the bowel. 
The growth enlarges by marginal increase and by 
infiltration of the rectal wall. By the time it has 
reached the muscle, ulceration has usually occurred. 
Lockhart-Mummery designates cases in which the 
growth has extended into the submucosa as ‘‘A”’ 
cases; those in which there is extension into the 
muscularis, as ‘“‘B” cases; and those in which it 
has spread into the perirectal tissues as ‘‘C”’ cases. 
In an analysis of 100 cases, Dukes found 1 “A” 
case, 24 ““B” cases, and 75 ‘‘C” cases. None of the 
“A” and “B” cases showed glandular metastases, 
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but 40 of the ““C” cases had involvement of the 
lymphatic glands. It would appear, therefore, that 
metastases do not occur until the cancer has spread 
by direct continuity into the perirectal tissues. 

It is difficult to estimate the frequency of the 
spread of cancer of the rectum by the blood stream, 
but such spread becomes progressively more 
possible as the disease advances through the “A,” 
““B,” and “C” stages. 

If a case can be definitely diagnosed as of the “A” 
or “B” type, radical excision may be regarded as 
unnecessary. However, it is not often that the sur- 
geon sees a carcinoma of the pelvic portion of the 
rectum in the ‘‘A” or ‘‘B” stage. Too frequently, 
the growth is fixed and ulcerating and must be 
classed as belonging to the ‘‘C” type. It is obvious 
that in this type irradiation must include an 
efficient barrage of the lymphatic areas. ‘Tissue 
response to radium depends, among other factors, 
on the degree of specialization of the malignant cell. 
While the difficulty of access is unfavorable, a 
uniform barrage can be obtained with the help of 
surgery. 

Most of the cases treated with radium have been 
regarded as inoperable. In borderline cases, general 
factors must be taken into consideration. In cases of 
early or operable growths, radium is usually not 
employed in preference to surgery unless there are 
special contra-indications to operation. 

The following methods of attack have been 
adopted: (1) barrage by open operation from the 
perineum; (2) intra-abdominal irradiation with 
needles; (3) irradiation through the vagina; (4) 
intrarectal irradiation; (5) irradiation through the 
perineal skin; and (6) surface irradiation. 

In some instances an inoperable cancer can be 
rendered operable by the preliminary use of radium. 
Radium irradiation is of value also in the treatment 
of recurrences following excision. In recurrences 
following irradiation, surgery gives better results 
because the growth will have become radioresistant. 

Experience in 93 cases treated with radium during 
the past five years has demonstrated that in certain 
instances an early growth on the anterior wall of the 
rectum can be destroyed by needling through the 
vagina; that an inoperable high growth can be 
apparently cured by abdominal irradiation; that an 
inoperable growth can be rendered operable by 
irradiation; and that in most advanced cases the 
use of radium will relieve the symptoms. 

KARL GArsipe, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Sheehan, H. L.: An Embryonic Tumor of the Liver 
Containing Striated Muscle. J. Path. & Bac- 
teriol., 1930, XXxXiii, 251. 

The liver of a young girl was found to contain a 
number of papilliferous cysts lined by bile-duct 
epithelium. The substance of the papilla consisted 
of undifferentiated cells. The cells in one cyst be- 
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came malignant and formed a large tumor, destroy- 
ing every other tissue except bile-duct epithelium 
and showing a tendency toward intravascular growth 
but not toward metastasis outside the liver. They 
differentiated also into four types of more mature 
cells including striated muscle. They were consid- 
ered to be rest cells of mesoblast. 
SAMUEL Kaun, M.D. 


Chianello, C.: Sympathectomy of the Portal Vein 
in Relation to the Glycogenic Function and 
Histological Changes in the Liver (La simpatec- 
tomia della vena porta in rapporta alla funzione 
glicogenica ed alle modificazione istologiche del 
fegato). Ann. ital. di chir., 1930, ix, 343. 

In a study of the effects of sympathectomy of the 
portal vein in twelve healthy dogs, the author 
found that the operation was followed in from 
twenty-four to seventy-two hours by an appreciable 
hyperglycemia, which sometimes doubled the initial 
blood sugar. Following this hyperglycaemia, which 
was only transient, there was a gradual return to the 
initial blood-sugar level within a month. A slight 
hypoglycemia then ensued. Examination of the liver 
showed congestion of the branches of the portal vein, 
the capillaries, and the central vein for a few days 
after the operation. The normal radiating direction 
of the cellular columns of Remak was disturbed and 
the cells themselves were distorted. There was also 
a visible lymphocytic infiltration around the vessels 
of the portal spaces and the central vein, and the 
perilobular connective tissue showed progressive 
hypertrophy. 

In six of the dogs, surgical sympathectomy was 
done, and in the remaining six, chemical sympa- 
thectomy was tried with the use of 5 per cent phenol. 
There was no appreciable difference in the end- 
results. 

The author undertook this study to compare the 
results of sympathectomy of the portal vein with 
the results of his previous study of the effects of 
sympathectomy of the hepatic artery. The latter 
procedure was followed by a transient hypoglycemia 
followed by a gradual return to normal within from 
thirty to fifty-six days. The histological changes in 
the liver incident to periarterial hepatic sympathec- 
tomy were more marked and more lasting. 

ANTHONY R. Camero, M.D. 


Costantini, P.: Acute Torsion of the Gall Bladder 
(Acutissima torsione della cistifellea). Policlin., 
Rome, 1930, Xxxvil, sez. chir. 149. 

A man forty-two years of age was sent to the hos- 
pital as an emergency case with a diagnosis of intes- 
tinal occlusion. He had passed no stools for three 
days and had been vomiting. He complained of 
general abdominal pain which was particularly se- 
vere in the region of the cystic duct. 

Examination showed rigidity of the abdominal 
wall, particularly in the right subcostal region, where 
a pear-shaped tumor could be felt. The pulse was 
120. There was no fever. A diagnosis of acute hy- 
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drops of the gall bladder was made and oper 


performed at once. The gall bladder was large, })| 
and pear-shaped. It was free and showed three t 


of its pedicle. Cholecystectomy was followed }; 
eventful recovery. Microscopic examination « 


wall of the gall bladder revealed intense necro})i 


The fixation of the gall bladder to the liver : 
It may be such that torsion can take place 
easily. 
rare. The author was able to find only thirt) 
cases reported in the literature. The picture 
depending upon whether the gall bladder is t 
acutely on its pedicle or whether the torsion | 
volved the fundus or body of the organ. True t. 
of the pedicle interrupts the circulation. It i 
when the circulation is stopped absolutely th 
torsion causes rapid gangrene and death. The 
in which death results in the presence of only « 
peritoneal reaction are cases of hyperacute 
from infection by anaérobic micro-organisms. 

The only treatment is immediate operatic: 


lion 


| 
CK, 
rns 
un- 
the 
SIS, 


Nevertheless, torsion of the gall blac: 6 


the 
Ses 
ght 


sis 


vith 


drainage and tamponade of the subhepatic regi: 


AUDREY G. Morgan, ) 


Rivers, A. B., and Hartman, H. R.: Abdon 


vinal 


Exploration in Cases Diagnosed Cholec; stitis 


or Cholelithiasis Before Operation. (1) 
Mcd., 1930, xlv, 523. 


In reviewing the records of 879 patients w! 


undergone cholecystectomy for cholecystit:- 


cholelithiasis, Rivers and Hartman were imp 
by the large variety of associated diseases. ‘I’! 
operative diagnosis was cholecystitis in 287 | 
cases and cholelithiasis in 592. 

In the cases in which the pre-operative dia 
was cholecystitis the diagnosis of chronic cho 
titis was corroborated at operation, but in ; 


had 
or 
ssed 


cent an additional condition of either the gal! |)! 


der or some other organ which was not speci 
mentioned before operation was discovered. 
per cent of the cases, subacute cholecystiti 


found uncomplicated by any other patholosi 


condition. Thirty-one per cent of the cases 
complicated by chronic appendicitis; 1.7 pc! 


by subacute appendicitis; 18.9 per cent by hep: tits; 


and 6.3 per cent by pancreatitis. In 12.1 pe! 


vere 


Id, 


ent 


of the cases, gall stones were found although their 


presence had not been suspected before oper 
Among the cases grouped under the heading 
cellaneous” were 4 of duodenal ulcer, 1 of duo: 
1 of cholangeitis, 1 of myoma in the anterior 
the stomach, 1 of Lane’s kink, 1 of cholecys' 
denal fistula, and 1 of accessory lobes of the |i 
In all of the cases in which operation was 
after a diagnosis of cholelithiasis, sufficient | 
logical change was demonstrable in the gall}! 
to warrant cholecystectomy, but gall stone 
present in only 84.8 per cent. In 28.9 per cent 
cases, chronic appendicitis was found; in 
cent, subacute appendicitis; in 12.7 per cent, 
titis, in 7.8 per cent, pancreatitis; and in 1 
cent, cholangeitis. It is suggested, therefore 
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the diagnosis of cholelithiasis is not so easily made as 
is frequently assumed. In this group, cholecystitis 
alone was found in 15.2 per cent. 

he analysis of the 879 reports revealed the 
presence of subacute cholecystitis or subacute ap- 
pen licitis in 78 instances. Additional care in obtain- 
ing histories and especially careful general examina- 
tion should tend to lessen error in the recognition of 
these complications. 

rall stones were discovered at operation in 106 
cases (12.1 per cent) when pre-operatively a diag- 
nosis of only cholecystitis had been made. Fre- 
quently, gall stones are not productive of severe pain. 

Gall stones were not found at operation in about 
15 per cent of the cases in which a pre-operative 
diagnosis of cholelithiasis was made. It is therefore 
apparent that the syndrome of cholecystitis may 
frequently include pain which is sufficiently severe 
to suggest the presence of gall stones. 

The most important of the complications dis- 
covered during operation performed for cholecystitis 
or cholelithiasis was carcinoma involving the gall 
bladder, bile ducts, or liver. A careful search through 
the histories revealed no data which could have 
aided the pre-operative recognition of this com- 
plication. 

Cholecystoduodenal fistula was a are complica- 
tion of disease of the gall bladder, being present in 
only 4 cases. Although it would have been impossible 
to diagnose this condition from the history, the 
presence of complications causing peritoneal iritation 
might have been suspected from the unusually 
severe and protracted pain and the marked local 
and systemic reaction. 

It would appear that modern diagnostic methods 
correlating reliable laboratory data and carefully 
recorded histories leave certain conditions for the 
surgeon to discover. The margin of safety in the 
liver permits considerable destruction of that organ 
before any symptoms are produced. Mild hepatitis 
will go undiagnosed for a long time to come. 

The surgeon’s diagnosis of pancreatitis is always 
questionable as it is based chiefly on the enlarge- 
ment and induration present. The medical diagnosis 
of pancreatitis is also unreliable. 

The presence or absence of gall stones and the 
question as to whether the inflammatory reaction in 
the gall bladder is acute or subacute are not of vital 
importance in a case of surgical cholecystitis. 

Peptic ulceration of the stomach and duodenum, 
like gall stones, is usually easy to diagnose, and if 
active should be recognized from the history even 
when the roentgenographic data are negative. 

Certainly better means of recognizing carcinoma 
are needed. Unusual miscellaneous lesions will 
probably always be a surprise to the clinician after 
abdominal section. 


Judd, E. S., and McIndoe, A. H.: Cholangeitis. 
J. Michigan State M. Soc., 1930, xxix, 174. 


_ The peculiar appearance of the surface of the liver 
trequently observed during operations on the gall 
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bladder and common duct is familiar to the majority 
of surgeons, but there is no uniformity of opinion 
as to the reason for this appearance and for the con- 
dition of the underlying hepatic tissue. 

Chronic cholangeitis constitutes the basis of most 
microscopically recognizable lesions of the liver 
associated with infection in the gall bladder with or 
without obstructive lesions of the common duct, but 
it appears in a large number of different forms and 
under a variety of circumstances. Its early changes 
are microscopic and are found with difficulty, its 
later stages may scarcely be distinguished from 
portal cirrhosis of the hobnail type. ‘The authors are 
not concerned with the acute suppurative form of 
cholangeitis, the uncommon types secondary to in- 
festation with parasites such as ascaris lumbricoides 
or distomum hepaticum, or the types considered of 
hematogenous origin such as those associated with 
catarrhal jaundice. They discuss rather the condi- 
tion seen when the clinical diagnosis of a surgical 
lesion of the biliary tract has led to exploration. 
They define it as an inflammatory process occurring 
in and around the wall of the intrahepatic and 
extrahepatic bile ducts, varying from simple catarrh 
of the lining epithelium to marked lymphocytic and 
leucocytic cellular infiltration of the connective 
tissue of the entire portal spaces, and associated 
with proliferation of fibrous tissue leading to 
tremendous thickening of the walls of the duct. 
This definition is modified by the statement that 
although in most cases the change is confined to the 
bile ducts proper, it may extend to the intercellular 
bile canaliculi and there produce the condition 
known as biliary cirrhosis. 

The element of infection is more important than 
the presence of obstruction, and although obstruc- 
tion and retention of bile undoubtedly hasten and 
intensify the process when once the infection is estab- 
lished, they do not, except after long periods of time, 
produce cholangeitis by themselves. 

In the important surgical condition of the liver 
exemplified by stones and benign strictures of the 
common duct, the obstruction and stasis of bile occur 
in an organ already carrying a low-grade infective 
process. The lighting up and rapid development of 
chronic cholangeitis is the uniform result, and un- 
less the obstruction is released, the ultimate stage of 
biliary cirrhosis will be produced, the hepatic re- 
serve permanently reduced, and the organ crippled. 
It is probable that the tremendous injury occurring 
in the liver from this cause is responsible for many 
of the persistent symptoms which handicap the 
patient long after operation. 


Deaver, J. B.: Cholangeitis and Hepatitis. 
England J. Med., 1930, ccii, 513. 


New 


Cholangeitis is a clinical and pathological entity 
which presents a circumscribed or diffuse infection 
of the bile channels and is serious because of con- 
sequent liver dysfunction and other harmful sequel. 
The infection is entrenched deeply in the walls of 
the ducts and is frequently associated with extension 
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to contiguous structures. Probably many cases of 
cholecystitis are due primarily to diffuse cholangeitis 
which later becomes localized in the gall bladder. 
The regional lymphatics show marked pathological 
changes, the pancreas is often congested, and the 
liver is enlarged. 

Cholangeitis is most frequently associated with 
gastro-enteritis, but occasionally occurs in the 
course of infectious fevers or as a primary infection. 
Stone in the common duct is usually complicated 
by choledochitis, which may become suppurative. 
Stricture of the common duct may closely simulate 
obstruction from a stone, the symptoms being the 
same except for pain. In stricture, partial obstruc- 
tion is the rule; the blockage becomes complete only 
as a result of reactive oedema. Acute catarrhal 
jaundice is due to ascending infection from an in- 
flamed duodenum. It should not be considered 
trivial because chronic cholangeitis has often re 
sulted from it. 

The symptoms of cholangeitis are those of infec- 
tion and liver dysfunction. Complications may in- 
crease the seriousness of the condition; general 
peritonitis or septicemia may result. 

The treatment is essentially direct surgical 
drainage. This should be instituted early and 
should be prolonged. Medical drainage cannot 
accomplish the same result because it cannot be 
continuous for a long period of time. Chronic 
cholangeitis which does not yield to medical treat- 
ment in a reasonable length of time should be treated 
surgically. Drainage is the chief objective. External 
drainage is to be preferred because internal drainage 
favors ascending infection of the biliary tract. 

Fart’ GArsIpE, M.D. 


Digby, K. H.: Common-Duct Stones of Liver 
Origin. Brit. J. Surg., 1930, xvii, 578. 


In the Chinese, stones in the common duct usually 
originate in the liver. When they reach the common 
duct they grow to a remarkable size and lead to 
distention of the gall bladder, thus breaking Cour- 


voisier’s law. Excision of the gall bladder in these 
cases appears to be contra-indicated. 

Gall stones form in the gall bladder only very 
occasionally in the Chinese. Conversely, intrahe- 
patic stone formation is rare in Europeans. The 
author reports eight cases of common-duct stones in 
adults, four males and four females. One patient 
was very fat, but the others were thin. In two cases 
the gall bladder and ducts contained mucus un- 
tinged by bile. No stones were found in the gall 
bladder in any of the cases, but stones were present 
in the common duct in all. Most of the stones were 
fairly large and laminated, and consisted chiefly of 
bile pigments with traces of cholesterol, calcium, 
and phosphates. 

The author believes that stone in the common 
duct has its origin in an acute cholangeitis due to 
bacterial infection. The five cardinal signs are pain 
in the epigastrium, enlargement of the liver and 
gall bladder, rigor, jaundice, and albuminuria. If 


untreated, the patient will die of the condition 
sooner or later. Early operation is therefore in 
dicated. This should consist of choledochostomy 
with removal of stones. The ducts must be drained. 
It is not always possible to remove all of the 
stones. They may extend far up into the liver, 
The gall bladder should not be removed, but shvuld 
be saved for a later entero-anastomosis if that shvuld 
prove necessary. STANLEY H. MENTzER, M.!) 


De Takats, G., Hannett, F., Henderson, D., «nd 
Seitz, I. J.: Correlations of Internal and [x- 
ternal Pancreatic Secretion: IV. The Effect 
of Isolation of the Tail of the Pancreas on 
Carbohydrate Metabolism. Arch. Surg., 120, 
xx, 866. 

In a series of five dogs in which the pancreas was 
divided with an electric cautery and then wrapped 
in omentum and double doses of sugar were given 
by mouth to test the animals’ sugar tolerance, ‘csts 
made at intervals of from two to four weeks for 
several months showed a definite fall in the biood 
sugar during fasting, a flattening of the tolersjce 
curves, and an increase ia the posthyperglyc: mic 
hypoglycemia. In three dogs the lower levels jver- 
sisted at the conclusion of the expe inent. (ne 
dog’s values returned to normal, and one log 
developed a definite decrease in tolerance. 

When intravenous injections of dextrose were 
given, more than the normal amount of dextrose per 
hour per kilogram of body weight was necessar\ to 
produce glycosuria in the cases of four of the tive 
dogs. 

Following the injection of epinephrin a pe wiar 
imbalance of carbohydrate regulation was mani 
fested by the blood-sugar curves. 

The correlation of these observations with the 
author’s previous histological studies suggests the 
possibility that the mild pancreatitis caused by the 
stimulus of the operation resulted in a hypertrophy 
and hyperplasia of the islet tissue. The authors ire 
unable to say whether an increase in insulin output, 
a change in the secretory rate as a result of a change 
in innervation, or a functional liver block diminish 
ing the outpour of glycogen was a factor. ‘Ihe 
emphasize that their results can by no means indi- 
cate the possible effects of such an operation on 
man. ROBERT ZOLLINGER, M.!) 


Allan, F. N., Boeck, W. C., and Judd, E. S.: The 
Surgical Treatment of Hyperinsulinism. /. 
Am. M. Ass., 1930, xciv, 1116. 

Hyperinsulinism in cases in which insulin has sot 
been administered is now recognized as an ently. 
It represents the antithesis of diabetes, jus! as 
hyperthyroidism is the reverse of myxcedema. |: is 
characterized by a constant tendency of the lev«' of 
the blood sugar to fall. This necessitates the in- 
gestion of food or sugar at frequent intervals to ; re 
vent the occurrence of hypoglycemic symptoms 

A definite pathological basis for hyperinsuli: -m 
was demonstrated through the study of a case sven 
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at the Mayo Clinic in 1926. In this case the over- 
production of insulin was found to be due to a car- 
cinoma of the pancreas originating in the islands of 
Langerhans. Extirpation was out of the question. 

The first attempt at surgical treatment was carried 
out by the Finneys. At the Mayo Clinic, partial re- 
section has been performed in two cases. Holman’s 
case was similar. 

In the first four cases in which operation was per- 
formed, no anatomical change in the pancreas was 
found to account for the disturbance in insular func- 
tion. vet there was strong evidence of an excessive 
secretion of insulin. In any case in which such an 
excessive secretion occurs, it may be dependent on a 
functional disturbance of the islands of Langerhans. 
Absence of visible change in the islets is not incon 
sistent with this view for, in diabetes, loss of the 
functions that are dependent on insulin frequently 
occurs without a demonstrable change in the pan 
creas. Considerable evidence has been accumulated 
to show that the nervous system has an important 
influence on the secretion of insulin. It has been 
suggested that certain cases of diabetes may be due 
to stimulation of inhibitory fibers in the vagus 
nerves. On the other hand, the experimental con- 
tributions of Britton and La Barre, especially, indi 
cate that stimulation of the vagus nerve may bring 
about a fall in the level of the blood sugar. In the 
cases cited it was natural to suspect that the over 
activity of the pancreas might be due to vagal 
stimulation. However, since atropin had no efiect 


on the falling concentration of blood sugar, evidence 
cannot be brought forth to support this hypothesis. 


Whatever may be the fundamental cause of the dis- 
order, it seems clear that excessive secretion of in 
sulin is the cause of the symptoms and it is therefore 
logical to attempt treatment by resection of the 
pancreas. 

When hyperinsulinism is due to a local tumor of 
the pancreatic islands, one might expect a complete 
cure to follow excision. The experience of Howland, 
Campbell, Maltby, and Robinson confirms. this 
opinion. However, in four of the five cases in which 
operation was attempted there was no tumor but, 
presumably, overactivity of the whole gland. This 
condition presents a more difficult problem. It must 
be admitted that the results of the operations have 
not been very satisfactory. One of the patients was 
not benefited. The condition of three patients was 
improved, but in none of the cases was recovery 
complete, and in one case the improvement was not 
maintained. Theoretically, however, the excision 
of a part of the gland should accomplish the same 
result as is obtained from subtotal resection of the 
thyroid gland for the control of hyperthyroidism. 
lhe failure to obtain more satisfactory results with 
the operation may be due to failure to remove a 
suiliient amount of pancreatic tissue. Extensive 
resection of the pancreas is technically difficult, and 
itmay be hard for the operator to estimate the pro- 
portion of pancreas to be excised. In each case the 
portion of pancreas removed seemed large, but was 


relatively small, probably not more than 30 per cent 
of the entire gland. In operations on the thyroid 
gland for hyperthyroidism, not less than 50 per cent 
of the gland must be removed to accomplish a cure, 
and the part left behind is often only one-fourth the 
size of the normal gland. More radical resection of 
the pancreas should give results which are com 
parable with those obtained in surgery of the thyroid 
gland. 

It is possible that medical treatment may give 
relief. Treatment with thyroid substance may coun- 
teract, to some extent, the overaction of insulin, 
since hyperthyroidism, when associated with dia 
betes, reduces the effectiveness of insulin. When 
ether anwsthesia was used in operating, the tend 
ency toward hypoglycemia was abolished for several 
days or longer. A brief period of ether anwsthesia 
alone in one case delayed the fall in blood sugar for 
several hours. The occasional induction of anas 
thesia for longer periods might give a patient with 
severe hyperinsulinism temporary respite. The 
nature of the diet may have an influence on the rate 
of fall of the blood sugar. ‘These problems are under 
investigation. 


MISCELLANEOUS 


Nord, F.: Phrenic Neurectomy as Treatment of 
Diaphragmatic Hernia. cla med. Scand., 1929, 
Ixxii, 511. 


Following a careful study of the results of phrenic 
neurectomy, Lemon suggested that this operation 
might be a valuable preparatory measure to opera 
tions in the upper part of the abdomen which are 
hindered by the movements of the diaphragm. Har 
rington used it successfully in preparation for the 
radical operation for diaphragmatic hernia. In 1920 
Harrington reported three cases of diaphragmatic 
hernia in which the general condition contra-in- 
dicated the radical operation and excision of one 
phrenic nerve gave good results 

The author reports two cases in which excision of 
one phrenic nerve was followed by remarkable im 
provement in the symptoms. In one case, an ulcer 
above the point of constriction of the stomach re 
sponded to medical management after the diaphragm 
had been relaxed by the neurectomy. 

The author believes that this simple operation 
should be given a trial in all cases of diaphragmatic 
hernia with abdominal symptoms, and also in cases 
of relapse after the radical operation. 

Greorce A. Cottettr, M.D. 
Silva, A. G.: Subhepatic Perivisceritis 
ceritis subhepatica). Rev. méd. di 
lviii, 85. 


La perivis 
Chile, 19309, 

Perivisceritis produces a number of functional 
symptoms including digestive disturbances and re 
flex, secretory, and sensory symptoms, the anatom 
ical cause of which is a chronic plastic peritonitis 
resulting in adhesions of some of the abdominal 
organs. The intlammation may be primary in the 
peritoneum or secondary to disease of an abdominal 
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organ. It is probably secondary in most cases. It 
occurs chiefly in the right upper quadrant of the 
abdomen in the right iliac fossa. High perivisceritis 
on the right side is generally secondary to disease 
of the bile tract, particularly of the gall bladder, or 
to gastroduodenal diseases, chiefly ulcer. It may 
result also from disease of the appendix, caecum, or 
colon. This form the author calls “‘subhepatic 
perivisceritis.” 

Silva has seen subhepatic perivisceritis in 2.7 
per cent of the cases treated on his service since 
September, 1928. He has seen forty-seven cases on 
his own service and thirteen on other services, mak- 
ing a total of sixty cases. Fifty-one of the patients 
were women. The youngest patient was twenty-one 
vears of age and the oldest sixty-six. Most of the 
patients were between thirty and forty years of age. 
Silva reports eleven of the cases. 

While perivisceritis is often the result of cholecyst- 
itis, it occurs in only a relatively small percentage 
of the cases of that condition. It does not depend 
on the severity of the primary disease as it may 
occur in very mild cases and may not occur in very 
severe ones. Accordingly, there must be some gener- 
al causative factor. In the author’s cases the most 


frequent general infection was syphilis, which was 
present in 43.3 per cent. Tuberculosis was present 
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in only 3.3 per cent. Oral infection, especially of the 
teeth, was present in 82 per cent. Infection of the 
female genital organs was also found in a | 
percentage. 

It is probable, therefore, that perivisceritis e- 
pends not only on a visceral lesion, but also . 
special tendency to react on the part of the | 
toneum due to general disease. 

Perivisceritis is most common in the subhe; 
region because the organs most frequently ca 
it, the gall-bladder, duodenum, and stomach 
in that region and the appendix is connected 
the subhepatic region by a lymphatic net 
As a rule the omentum shows signs of infection 

Perivisceritis should always be thought of 
symptoms that might be caused by it are n 
The clinical diagnosis must be confirmed by 1 
gen diagnosis. The recurrence of symptoms 
operation for cholecystitis or gastric or duo 
ulcer should suggest the possibility of perivisc: 
Prominent roentgen signs are abnormal heigh| 
decreased mobility of the right diaphragm d 
unilateral diaphragmatic paresis. 

The first indication in the treatment is thi 
of the primary disease. For the perivisceritis 
the author has found diathermy of value. 

Aubrey G. MorGan, \ | 
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UTERUS 


Shaw, W. F.: Acute Sacculation of the Uterus. 
1, Obst. & Gynec. Brit. Emp., 1930, Xxxvii, 72. 

(he author reviews three cases of acute saccula- 
tion of the uterus from the literature and reports a 
case of his own. In all of them the sacculation 
occurred over the fundus of the uterus between the 
insertion of the fallopian tubes and its production 
was sudden and painful. The sacculus was in no way 
associated with either fallopian tube but was in com- 
munication with the uterine cavity. 

In his own case, Shaw made a pre-operative 
diagnosis of pregnancy in the third month with a 
subperitoneal fibroid undergoing red degeneration. 
On examination of the tumor he found it to consist 
of a four months’ fetus contained in a thin-walled 
sac communicating with the uterus. The placenta 
was Within the uterine cavity. After removal of the 
placenta and membranes the opening into the sac 
was closed. At operation two years later, a vertical 
depression was found in the anterior and posterior 
walls of the uterus. Shaw attributes the sacculation 
to weakness of the uterine wall at the site of fusion 
of the muellerian ducts. Harry M. Netson, M.D. 


Morse, A. H.: Carcinoma of the Female Genital 
Tract in Childhood. Am. J. Obst. & Gynec., 1930, 
XIX, 520. 


Malignant lesions involving the vulva, vagina, 
uterus, or ovary in childhood are relatively un- 


common and usually sarcomatous. Neoplasms of 
an epithelial origin affecting these organs are even 
less frequently found in children. Following a review 
of the literature on carcinoma of the female genital 
tract in childhood, Morse reports a case of car- 
cinoma of the uterus in a girl ten years old. The 
patient was admitted to the Yale Woman’s Clinic 
July 7, 1928, with a diagnosis of gonorrhceal vaginitis 
of two years’ duration. Two years before her ad- 
mission, her mother had noticed that the child’s 
bed was soiled by a discharge issuing from the 
vagina. Smears were said to be positive for gram- 
negative intracellular diplococci. During the three 
months previous to the patient’s admission to the 
clinic the vaginal discharge became more profuse. 

On examination, the abdomen was found to be 
distended and the fundus of the bladder to extend 
upward to the umbilicus. Palpation revealed ten- 
derness in the suprapubic region and in the iliac 
fosse, but no pelvic mass was demonstrable. The 
labia minora and the urethral orifice were red and 
swollen. From the vagina there issued a profuse, 
watery discharge which was blood-stained and occa- 
sionally contained bits of grayish-yellow semisolid 
material. Vaginal examination revealed the findings 


noted on palpation of a carcinomatous cervix in an 
adult. Although there was induration of the right 
vaginal wall, the neoplasm of soft, fragile tissue 
apparently originated in the infravaginal cervix. 

The diagnosis was adenocarcinoma originating in 
the glandular structures of the cervix. At opera- 
tion, the omentum was found adherent at several 
points to the peritoneum. The separation of loops 
of small intestine from the fundus gave rise to free 
bieeding. This was controlled by ligation. The body 
of the uterus, enlarged to five times the size regarded 
as normal for the child’s age, was densely adherent 
to the region of the broad ligaments and to the rec- 
tum. During the manipulations, the friable fundus 
tore at one point and blood-stained, necrotic mate- 
rial exuded. Removal of the organ without great 
hazard to life was obviously impossible. Accord- 
ingly, the omentum was drawn over the fundus and 
the abdominal incision closed. The patient died 
suddenly May 30, 1920. 

In conclusion the author states that although 
malignancy of the uterus in the first decade of life is 
unusual, one should guard against the error of at- 
tributing genital haemorrhage in the young child to 
infection or early menstruation without excluding 
neoplasm. E. L. Cornett, M.D. 


Douay, E.: Glandular Recurrence of a Carcinoma 
of the Cervix Cured by Radium Puncture at 
Laparotomy (Guérison d’une recidive ganglion- 
naire d’un cancer du col par la radium-puncture 
aprés laparotomie). Bull. Soc. d’obst. et de gynéc. de 
Par., 1930, XiX, 159. 

The patient whose case is reported was subjected 
to subtotal hysterectomy for bilateral ovarian cysts 
in 1917. In 1920, biopsy from the cervix showed 
epithelioma. She was then treated with radium 
applicators in the cervical canal and in the posterior 
cul-de-sac. Six months later a hard mass the size of 
an egg was felt in the left cul-de-sac. Laparotomy 
was done and four radium needles were inserted in 
a large node along the left internal iliac. 

Nine years later acute intestinal obstruction devel- 
oped. At laparotomy it was found to be due to ad- 
hesions about an inflamed appendix. In the region 
of the radium puncture an area of induration re- 
mained, but biopsy from this tissue showed absence 
of carcinoma. C. D. HAAGENSEN, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 
Michon, L.: Torsion of the Normal Adnexa (Le 
volvulus des annexes saines). Gynéc. et obst., 1930, 
Xxi, 103. 
Michon is of the opinion that torsion of otherwise 
normal adnexa is less rare than is commonly sup- 
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posed. He reports five cases. His belief that the 
adnexa in these cases were not the site of a previous 
inflammatory condition (salpingitis, hydrosalpinx, 
etc.) was based on a negative history, negative 
microscopic findings, and a normal appearance of 
the other tube and ovary. In all of the five cases 
the torsion was unilateral. In three, only the tube 
was twisted; in the two others, the ovary was in- 
cluded. In all cases the torsion was marked, and in 
most of them it exceeded 360 degrees. It resulted in 
thrombosis and hemorrhage and, in some _in- 
stances, in hematosalpinx. 

As possible factors in the production of tubal 
torsion, the author mentions: (1) congenital ab- 
normalities of the tube, such as abnormal length, 
persistence of fetal convolutions, and an abnormally 
long mesosalpinx; (2) local adhesions at the distal 
end causing fixation of the tube and allowing it to 
twist upon itself; and (3) disturbances in innerva- 
tion resulting in unusual peristalsis and anti- 
peristalsis. 

The symptoms of acute torsion are usually severe, 
but because of the rarity of the condition a correct 
diagnosis is seldom made before operation. 

The author reports also a case of torsion of a 
tuberculous tube. Haroitp C. Mack, M.D. 


Aldridge, A. H.: An Analysis of Operative Results 
in 1,066 Cases of Salpingitis. Am. J. Obst. & 
Gynec., 1930, XIX, 381. 

From his study of the operative results in 1,066 
cases of salpingitis the author draws the following 
conclusions: 

1. Operation is contra-indicated when the in- 
fection is still active. 

2. Dangerous smouldering infections may be 
present in the pelvis which, even after bimanual 
examination, may not be accompanied by leuco- 
cytosis or fever. Therefore the sedimentation time 
should be used routinely to aid in the detection of 
active infection. 

3. Abdominal operations performed while the in- 
fection is still active result in a high mortality, ex- 
cessive morbidity due especially to shock, sepsis, 
and defective wound healing, frequent radical sur- 
gery, and disappointing end-results. 

4. When operation is preceded by a long period 
of palliative treatment the mortality and morbidity 
are minimal, conservative surgery is possible more 
frequently, and satisfactory end-results are obtained 
in a maximum number of cases. 

5. When operation is unavoidable after prolonged 
palliative treatment, it should be delayed until the 
inflammatory exudate about the focus of infection 
has been absorbed and the leucocyte count, tem- 
perature, and sedimentation time are normal. 

6. For drainage of the peritoneal cavity it is best 
to use the vaginal route as by this method the period 
of postoperative morbidity from delayed wound 
healing and the incidence of postoperative incisional 
hernia are materially decreased. 

E. L. Cornet, M.D. 
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Kimura, S.: The Relationship of Various Kinds of 
Tumors Complicated in the Female Geni‘. 
Organs; A Very Rare Instance of Complication 
and Statistical Observations. Jap. J. Ol 
Gynec., 1930, Xiii, 115. 

Multiple tumors of the female genital tract .;¢ 
considered in this article. The author reports a (ose 
in which operation for a pelvic tumor reveale:! 4 
cancer of the cervix, multiple uterine myomati. 4 
cyst of the right ovary, bilateral parovarian c\ 
and bilateral salpingitis. This was the only cas 
its kind among 1,852 cases in which operation 
pelvic tumor was performed during a period of 
and a half years. 

Combinations of 2, 3, or 4 types of genital : 
plasms in the same individual are reviewed. Myo a 
and cancer of the uterus were found in 30 cass 
which constituted 4.64 per cent of a total of 
cases of uterine cancer and 4.62 per cent of 640 « 
of myoma of the uterus. Myoma was a complicat' 
in 27 (4.4 per cent) of 613 cases of cancer of the 
vix and in 3 (15 per cent) of 20 cases of cancer of 
fundus of the uterus. 

Ovarian cyst and uterine cancer were found 
gether in 23 cases, which constituted 3.63 per « 
of 633 cases of uterine cancer and 4.29 per cent 
539 cases of ovarian cyst. 

There were 105 cases of uterine myoma con 
cated by ovarian cyst. These constituted 16.17 
cent of 649 cases of uterine myomata and 10.62 
cent of 535 cases of ovarian cyst. 

Nine of 25 parovarian tumors removed 
combined with other tumors—s5 with uterine myo 
2 with ovarian cyst, and 2 with cancer of the cer 

The only triple combination was the associat 
of uterine cancer, myoma, and ovarian cyst. | 
tumors of this kind were found among 1,817 pe! 
tumors studied. Lreorotp GoLpsTEIN, M.! 


Laroyenne, Martin, Michon, and Meyssonnicr: 
Endometrioma of the Crural Region (Endo 
triome de la région crurale). Gynéc. et obst., 1 
xxl, 97. 

The authors report what they believe to be 
first case of endometriosis of the crural region to 
recorded in the literature. The tumor, which 
situated in the sac of a femoral hernia, increase: 
size and became painful during the menstrual | 
iods. X-ray therapy was of no benefit and rend 
surgical removal more difficult. The diagnosis ' 
made only after microscopic examination of 
tissue. The authors conclude that the tumor ca 
explained only as being the result of an inflammat 
metaplasia of the peritoneal endothelium (th 
of Meyer). Harotp C. Mack, M.!) 


Bell, W. B.: Sterility in Woman. Brit. /.J., 10: 
629. 


Since 1880, the birth rate for England and W 
has dropped from 32.3 to 16.3 per 1,000. The hig 
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classes show lower fecundity than the lower classes. 

This must be explained by the assumption that 
wledge concerning contraception is more wide- 
eid among the higher classes. 

\sefore a woman is subjected to the discomforts of 

minations to determine the cause of sterility, the 
usband should be examined as the incidence of 

ility in the male is about 17 per cent. The cause 
of sterility may be congenital or acquired. Con- 
genital causes include atresias, malformations, and 
hypoplasias. Operative interference is occasionally 
indicated. The acquired lesions are anatomical, 
neoplastic, and infective derangements. 

Ketroversion following streptococcal infection re- 
duces the depth of the seminal pool, and prolapsed 
ovaries may cause dyspareunia. Occasionally, both 
require operation. In some cases failure to conceive 
may be due to operative trauma which has elimi- 
nated essential structures or otherwise altered the 
genital tract. Curettage should never be done for 
sterility. 

Occasionally, benign neoplasms may be respon- 
sible for sterility because of their position. In 4o per 
cent of cases of sterility in women the condition is 
due to streptococcal or gonococcal infection. ‘The 


infected cervix with its persistent discharge may so 
alter the acidity of the vagina that spermatozoa are 
immediately killed. 


The endometrium, which is 


regenerated every month, is probably not a factor 
in sterility. 

Occlusion of the tubes resulting from infection was 
considered the cause in 35 per cent of the author’s 
cases. When occlusion is suspected its presence or 
absence can be demonstrated definitely by the Rubin 
test. Roentgenographic studies after lipiodol injec 
tion are not often necessary, but are of value to 
determine the results of operative interference. The 
use of the Rubin test as a therapeutic measure in 
partial obstruction of the tubes is recommended. 

Three operations are suggested for selected cases 
of sterility—salpingostomy, excision of the isthmus 
with implantation of the ampulla, and grafting or 
implantation of the ovary so that a free surface is 
placed in the uterine canal. The last operation was 
suggested by Estes and Tuflier. 

With regard to the part played by the endocrine 
system, the author states that sterility is usually 
essociated with failure of ovulation, amenorrhoea, or 
scanty menstruation, and that the effect of the 
thyroid and pituitary gland cannot be denied. 

Deficiency of calcium and vitamins is also a fac- 
tor. However, except for these, the diet is of little 
importance. 

Lead poisoning and chronic alcoholism are occu 
pational and toxicological factors. 

Donatp G. ToLiterson, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Begouin, P.: The Diagnosis and Management of 
Ruptured Extra-Uterine Pregnancy (Diagnostic 
de la rupture de la grossesse extra-uterine et con- 
duite 4 tenir). Rev. frang. de gynéc. et d’obst., 1930, 
xxv, 81. 

In a discussion of the classical signs and symptoms 
of ruptured ectopic pregnancy, Begouin emphasizes 
progressive pallor as a sign of great importance. He 
cites a case in which, the usual signs and symptoms 
of tubal rupture being absent, the diagnosis, con- 
firmed at laparotomy, was based on this sign and 
the presence of an adnexal mass. The condition had 
been erroneously diagnosed as salpingitis. 

Begouin advises cul-de-sac puncture to differ- 
entiate pelvic haematocele from abscess. He con- 
siders a leucocyte count of value only when it is 
made very soon after the onset of symptoms. A 
rapidly progressive polymorphonuclear leucocytosis 
in the absence of fever is characteristic of internal 
hemorrhage. He advises immediate surgical inter- 
vention even in the presence of shock, with treat- 
ment of the shock during, not before, the operation. 

Haroup C. Mack, M.D. 


Jeanneney and Rosset-Bressand: The Cataclysm in 
Ruptured Ectopic Pregnancy Is Not a Result of 
Hemorrhage (Le cataclysme dans la rupture de la 
grossesse extra-utérine n’est pas fonction de l’hemor- 
ragie). Rev. frang. de gynéc. et d’obst., 1930, Xxv, 156. 

The classical symptoms of ruptured extra-uterine 
pregnancy (sudden pain, syncope, shock, etc.) may 
be present in cases in which there has been little 
or no internal hemorrhage as well as in cases of mas- 
sive hemorrhage. The authors are therefore of the 
opinion that these symptoms are due to some dis- 
turbance in the nervous mechanism rather than to 
acute anwmia. In support of this conclusion they 
report two cases, in one of which the classical symp- 
toms were associated with a small hematosalpinx 
and a minimal amount of free blood in the pelvis, 
and in the other of which massive internal hemor- 
rhage was preceded by none of the classical symp- 
toms. They do not explain the disturbance in the 

nervous mechanism. Harotp C. Mack, M.D. 


Balard, P., and Mahon, R.: The Management of 
Retroplacental Hemorrhage (Conduite a tenir 
en présence d’une hémorragie rétro-placentaire). 
Rev. frang. de gynéc. et d’obst., 1930, XXV, 133. 

Believing that uteroplacental apoplexy often be- 
comes cured and is followed by normal delivery, 

Balard and Mahon reject the view of Portes that all 

cases of retroplacental hemorrhage should be treated 

by cesarean section. Since the degree of the intra- 
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muscular hemorrhage determines the ability of 
uterus to contract, they advise a test of labor a 
artificial rupture of the membranes in suspe 
cases. Spontaneous delivery after this proce« 
is clinical proof that the uterine musculature is 
seriously impaired. Cwsarean section is advocat 
only when the fetus is still alive and interventio 
necessitated by severe hemorrhage and failur 
the uterus to contract. When the uterus fails to « 
tract after delivery, hysterectomy is advisa! 
Because of the friability of the uterine wall, mar 
dilatation of the cervix, version, and extraction 
contra-indicated. Tamponade has no value in « 
trolling the hemorrhage. 

The authors review thirty-two cases with 
maternal deaths. Harotp C. Mack, M.1) 


Kobak, A. J.: Fetal Bacteremia; A Contributiv 
to the Mechanism of Intra-Uterine Infecti 
and to the Pathogenesis of Placentitis. 1» 
Obst. & Gynec., 1930, xix, 299. 


The author made 374 cultures of fetal bl 


aseptically drawn from the umbilical cord du 
the third stage of labor. Thirty-four, approxima! 
9 per cent, were positive. Histological studies \ 
made of the placenta in all cases in which the « 
ture of the cord blood was positive or the labor 
unduly prolonged. Morbid processes in all bal 
were studied histologically and bacteriologically. 

It was found that the fetus may have a tempor 
bacteremia without any untoward effects. Bac: 
remia frequently occurs in the fetus as an ascend 
infection without prolonged rupture of the bag 
waters. The route of the infection is through 
vagina, the amniotic fluid, and the placenta. Ini 
tion may reach the fetus also from the mate: 
blood stream by way of the placenta. 

A placental reaction occurs as the result of | 
prolonged sojourn of organisms in the amni 
fluid and the elaboration of a toxin having chemot 
tic properties. Leucocytes in the fetal vessels ; 
possibly in the maternal intervillous spaces are t! 
attracted toward the amniotic cavity. 

Organisms in the amniotic fluid enter the { 
circulation by breaking through the dama; 
amniotic epithelium and through the supertici: 
coursing placental vessels. The prognosis for 
fetus becomes unfavorable as the period betw: 
rupture of the membranes and delivery becon 
unduly prolonged. E. L. Cornett, M.D 


Barnes, H. L., and Barnes, L. R. P.: Pregnancy ai 
Tuberculosis. Am. J. Obsl. & Gynec., 1930, 
490. 


This report is based on the replies to a questi 
naire regarding the effect of pregnancy on tul 
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sis from the clinical standpoint which was sent 
:berculosis sanatoria and hospitals. The findings 

:10 cases are summarized as follows: 

Toxaemia of pregnancy was present in 14.5 per 
cent of the cases. 

Seventy-nine per cent of the mildest cases, 65 
per cent of the moderately advanced cases, and 28 
per cent of the far advanced cases showed improve- 
meut during pregnancy. 

rhe relative frequency of improvement in the 
cases With positive and negative sputum corre- 
sponded closely to that of tuberculosis not com- 
plicated by pregnancy. 

,. X-ray evidence of clearing in the lung was 
noted in 15 of 26 full-term cases in which data were 
available. 

5. Reports made at variable periods after con- 
finement showed that 48 per cent of the women 
whose pregnancies continued to term, 4o per cent of 
those who had spontaneous abortions, 33 per cent 
of those who had therapeutic abortions, and 8 per 
cent of those who had premature labors were living. 

6. Of 358 pregnant women with tuberculosis, 8 
died undelivered and 3 died in labor. In all of those 
who died the condition was advanced. 

7. Of 324 children of tuberculous women, 82 per 
cent were “normal” or in “good condition” at 
birth and 6.7 per cent were stillborn. 

8. Of 42 women whose pregnancies were termi- 
nated not later than the fifth month 17 (40.4 per 
cent) showed marked activity of the tuberculous 
process after delivery as compared with 37 per cent 
of 275 women whose pregnancies continued to term. 

g. Of 42 women whose pregnancies terminated 
not later than the fifth month, 8 (19 per cent) showed 
a marked decrease in the activity of the tuber- 
culous process after delivery as compared with 45 
(16 per cent) of 275 women whose pregnancies con- 
tinued to term. 

10. Of 56 ex-patients of a state sanitorium who 
had positive sputum and are known to have borne 
children during or since their sanatorium residence, 
31 per cent are living, while of all tuberculous ex- 
patients, only 26 per cent are living. 

11. Of 53 women with negative sputum who are 
known to have had children during or since their 
sanatorium treatment, 40 (75 per cent) are living. 

The authors conclude that a woman with active 
tuberculosis should avoid pregnancy in order that 
she may be spared the extra work and worry asso- 
ciated with the care of a baby and that the baby 
may be spared the risk of infection. 

The problems of tuberculosis and pregnancy need 
further clinical research, but the data obtained from 
this series of 410 pregnant tuberculous women sug- 
gest that pregnancy in itself has a harmful influence, 
lt any at all, in only a small percentage of cases, and 
that abortion is unnecessary in favorable cases and 
futile in those that are unfavorable. 

About 81 per cent of the tuberculous women who 
become pregnant and who were not subjected to 
therapeutic abortion had normal children. A policy 


which would have sacrificed all of these children on 

the apparently slight and still unproved chance 

of saving the mothers would not be easy to justify. 
E. L. Cornett, M.D. 


LABOR AND ITS COMPLICATIONS 


Rudolph, L., and Ivy, A. C.: The Physiology of the 
Uterus in Labor. Am. J. Obst. & Gynec., 1930, xix, 
317. 

The authors state that the process of evacuation 
of the uterus is the most interesting physiological 
evacuation process they have observed to occur in 
the mammalian organism. ‘The coérdination and 
purposefulness with which the uterine musculature 
functions and the timing of the sequence of events 
is very remarkable. Such phenomena are best ex- 
plained on the basis of an intrinsic nervous mecha- 
nism or a specialized neuromuscular mechanism 
analogous to that found in the heart. ‘The authors 
discuss especially the action of the musculature of 
the corpus uteri of the dog. As the fetus enters, 
the corpus uteri dilates to receive it, and when the 
fetus is fully within its cavity, it contracts to expel 
it. The question as to what causes the corpus uteri 
to act in this manner is important because it has a 
bearing on the lower segment of the human uterus. 

Obviously, the cause might be mechanical dis- 
tention or nervous inhibition. In the stomach, 
receptive relaxation is due to a nervous inhibitory 
mechanism. Muscle, when stretched, is usually 
caused to contract unless it is inhibited by nerves or 
chemicals. If over-stretched, it is injured. The 
musculature of the corpus uteri contracts after it has 
been dilated. Epinephrin, a drug that acts on nerve 
endings, has an inhibiting effect upon it. ‘The 
uterine corpus responds to ergotamine and pituitrin 
by contracting. It undergoes much lengthening fol- 
lowed, at an appropriate time, by contraction. 
Therefore, the logical conclusion is that the dilating 
or thinning of the corpus uteri is due chiefly to a 
nervous inhibitory mechanism, and its contraction is 
due to a stimulus from the vagina or the contraction 
of the fundal sphincter of the horn from which the 
fetus has passed. 

Another significant observation relative to the 
corpus uteri is that its postpartum activity differs 
from its activity in labor. In labor, it contracts only 
after the fetus has entered it. In the early postpartum 
state, it contracts a few seconds after each contrac- 
tion of the horn. Such a difference is most logically 
accounted for on the basis of an intrinsic nervous 
mechanism and makes possible more rapid evacua- 
tion of the lochia. 

If it is permissible to assume, on the basis of this 
evidence, that the corpus uteri in the dog is analogous 
to the lower uterine segment in the human female, 
it is logical to conclude that in the human female the 
Jower uterine segment is formed because the mus- 
culature concerned in its formation is inhibited by 
an intrinsic nervous mechanism which is excited 
either by the stimulation of the presenting part or by 
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the tonic or most powerful contractions of the fundus 
uteri, which is analogous to the relationship of the 
pyloric sphincter and gastric musculature. It is 
reasonable to conclude also that, after partial expul- 
sion of the fetus has occurred and the fundus uteri 
has contracted and retracted to its full extent, the 
uterus and the lower uterine segment may contract 
circularly and play some role in the expulsion of the 
fetus and in the prevention of inversion of the uterus. 
It is generally believed that the final expulsion of 
the fetus is performed by the action of the abdominal 
muscles and the diaphragm which raises the intra- 
abdominal pressure. This is obviously a factor, but 
is not essential, as women and dogs with spinal 
transection deliver normally. 

The results obtained by the authors on stimulating 
the extrinsic nerves of the uterus in the dog demon- 
strate that, of all of the hollow abdominal viscera, 
the uterus is the least affected by electrical stimula- 
tion of its extrinsic nerves. This means that the 
extrinsic nerves of the uterus in the dog play only a 
minor role in the motor activity of the uterus. 

The authors state that in a study of the effect of 
drugs on the motility of the postpartum uterus more 
accurate information can be gained by the graphic 
method than by any other procedure used heretofore. 

Pituitrin affects the circular musculature to a 
greater extent than the longitudinal musculature. 

The observation that, in the dog, epinephrin 
temporarily abolishes not only the spontaneous 
activity of the pregnant and non-pregnant uterus i 
situ but also the activity excited by ergotamine and 
pituitrin has a number of interesting physiological, 
pharmacological, and probably clinical aspects. The 
fact that in some dogs it causes a primary contrac- 
tion followed by a period of relaxation complicates 
the problem. 

Epinephrin antagonizes the action of ergotamine. 
The fact that epinephrin antagonizes the action of 
pituitrin on the uterus of the dog is especially 
significant, since pituitrin is supposed to act directly 
on the muscle and cause contraction irrespective 
of the type of autonomic innervation. This observa- 
tion shows that the uterine inhibitory mechanism is 
still intact during the action of pituitrin and can be 
caused to function by epinephrin, its function then 
decreasing the effectiveness of the contractions in- 
duced by the pituitrin. I. L. Cornett, M.D. 


Norris, C. C.: Dry Labor. With an Analysis of a 
Series of Cases and a Discussion of the Treat- 
ment. Am. J. Obst. & Gynec., 1930, xix, 500. 

Among the ward cases in the hospital of the 

University of Pennsylvania during the last three 

years, dry labor occurred in about 7 per cent of 

deliveries, whereas among private cases it occurred 
in only 5.3 per cent. Premature rupture of the 
membranes exposes both mother and child to in- 
creased hazards. It is more serious for primiparex 
than multipare. 

After rupture has presumably occurred, and before 
labor sets in, the treatment should be, for a time at 


least, essentially expectant. Operative procedures 
should be undertaken only in the presence of detinite 
indications such as extreme exhaustion and ob 
stetrical complications. When indicated, mé:ual 
dilatation, preferably by the Harris method, shvuld 
b: employed. After labor has begun definitely the 
physician must be guided by the conditions as (hey 
arise in the individual case. The treatment of dry 
labor should be essentially conservative. Oper:tive 
delivery should be reserved for cases in whic! 
especially indicated. Complications should be | 
fully guarded against and should be correct: 
appropriate treatment as they arise. A dry lal 
essentially a complicated labor and can be man 
most advantageously in a maternity hospital 

kK. L. CorNELL, M.1 


Haynes, L. W.: Thymophysin in Obstetric; 
Michigan State M. Soc., 1930, xxix, 158. 

Thymophysin is a combination of extract « 
hypophysis and extract of the thymus gland 
has been found rather uniformly to excite 
strengthen labor while preserving its physiol 
character. 

In a preliminary report based on 50 cases whi: 
made in 1928, the author stated that thymoy)! 
was particularly effective in inertia in the first 
of labor, causing strong and continued labor | 
which led in a comparatively short time to sp 
neous delivery or complete cervical dilatation 
mitting surgical intervention. In the other sta: 
labor its effect was less regular. It appeared : 
harmless to both mother and baby. 

This report is based on 500 cases which were 
vided into 4 groups according to the indication 
lowed for the use of the thymophysin. The i: 
tions were: Group 1, primary inertia; Group 2 
ondary inertia; Group 3, the induction of lab 
toxic cases; and Group 4, the induction of lal 
non-toxic cases. In Group t there were 341 « 
in Group 2, 83 cases; in Group 3, 35 cases; a 
Group 4, 41 cases. Two hundred and thirty-t 
the women were primipare. 

In Group 1, there was rapid, complete sponta 
delivery in 216 cases and rapid complete dilat 
rendering surgical interference possible in 98. 
cases the treatment failed. 

In Group 2, early delivery occurred in 64 | 
and the thymophysin definitely aided delivers 
others. In 7, the treatment failed. 

In Group 3, early delivery resulted in 21 cast 
7, other agents were given in addition to th 
mophysin. In 7 cases the treatment failed. 

In Group 4, thymophysin used alone gave 
tive results in ro cases. Of 31 cases in which 
agents, such as oil, quinine, and enemas, were 
in addition, a successful result was obtained in 

The author concludes from these and his pre 
results that thymophysin used alone is of no b: 
in non-toxic cases. 

A summary of the results in Groups 1 and 2 = 
that in 280 of the 424 cases of uterine inerti 
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administration of thymophysin was followed by 
prompt and rapid delivery; in 110, there was prompt 
dilatation allowing surgical assistance; and in 34, the 
treatment failed. 

Of the 76 cases in Groups 3 and 4, the use of 
thy nophysin alone was successful in 21 and the use 
of thymophysin combined with other agents aided 
delivery in 28. In 20 cases, the treatment failed. 

(){ the total number of 500 cases, the use of thy- 
mophysin was successful in 301, aided delivery in 
138, and failed in 61. 

{he author recommends an initial dose of from 
1, to 1c.cm. If necessary, this may be repeated. 

In from three to twelve minutes following the in- 
jection, a decided change is noted in the intensity, 
regularity, and length of time of the uterine con- 
tractions. Many of the patients whose cases are 
reviewed were delivered in thirty minutes, and the 
great majority were delivered before the end of an 
hour. The average time of labor was seventeen and 
one-quarter hours. Cuartes F. Du Bots, M.D. 


Balard, P.: The Place of the Low Cesarean Section 
in the Treatment of Hamorrhage Due to 
Placenta Prezevia (La place de la césarienne basse 
dans la thérapeutique des hémorragies du placenta 
praevia). Rev. frang. de gynéc. et d’obst., 1930, XXv, 
110. 

rom a study of the results obtained in the man- 
agement of forty-eight cases of placenta previa, 

Balard concludes that the low cervical caesarean 

section is superior to non-surgical procedures in the 

treatment of the haemorrhage due to this condition. 

He divides his cases into two groups, twenty-three 

representing the period from 1917 to 1927, during 

which time only non-surgical treatment (artificial 
rupture of the membranes, the insertion of a bag, 
delivery by version and extraction) was carried out 

and twenty-five representing the period from 1927 

to 1930, in which mild cases were treated by classical 

methods and severe cases by low cwsarean section. 

In the first group the maternal mortality was 16.6 

per cent and the fetal mortality 69 per cent. In the 

second group there were two maternal deaths fol- 
lowing non-surgical methods and none following 
cesarean section. Except in three instances in which 
fetal death occurred before the operation, the fetal 
mortality was nil after cesarean section. 

Balard does not advocate low cwsarean section as 

a routine procedure in all cases. He states that 

when labor can be rapidly and spontaneously ter- 

minated after artificial rupture of the membranes 
conservatism is advisable, but that caesarean section 
should be done at once when, after artificial rupture 
of the membranes, the bleeding continues and low- 
ered arterial tension indicates impending cardio- 
vascular collapse. Cwsarean section is indicated 
also in cases in which the cervix is intact and the 
membranes cannot be ruptured easily. 

In the cases reviewed, the maternal deaths were 
those of multipare. In Balard’s opinion, this is 
explained by friability and atony of the multip- 


arous cervix due to fibrosis following lacerations 
in previous deliveries and to the lower resistance to 
infection and hemorrhage of multipare as compared 
with primipare. 

Because of its haemostatic effect in maintaining 
uterine contractions, the author advises spinal 
anesthesia in all cases except those showing signs of 
cardiovascular collapse. For cases of hypotension, 
he prefers ether, believing that it causes a rise in the 
blood pressure. Harotp C. Mack, M.D. 


Solomons, B.: Czsarean 
M. J., 1930, i, 584. 


Hysterectomy. Brit. 
Solomon believes that cwsarean hysterectomy has 
been done too frequently, less radical measures 
usually being safer as regards both the immediate 
and the remote results. He states that it is not indi- 
cated by antepartum hemorrhage or by toxemia, 
and is seldom indicated in cases of fibroids. A defi- 
nite indication is carcinoma. He reports a case in 
which he performed the operation in the seventh 
month of pregnancy. He regards it as preferable to 
radium irradiation because of the danger to the fetus 
associated with the latter. Another definite indica- 
tion is rupture of the uterus. Sometimes the opera- 
tion is indicated also by antepartum sepsis. Solomons 
reports a case in which he performed it on account 
of infection which had traveled up the tract of a 
bougie inserted fourteen days previously to induce 
labor. The results were good as regards both the 
mother and the child. Harry M. Netson, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Leroux: A Case of Acute Puerperal Peritonitis 
Operated on at About the Forty-Eighth Hour 
and Cured; Advantages of a Mikulicz Drain 
Soaked in Gomenolized Oil (A propos d’une 
péritonine puerpérale aigué operée vers la 48™¢ 
heure et guérie; avantages du drainage ala Mikulicz, 
imbibé d’huile gomenolée). Bull. Soc. d’obst. et de 
gynéc. de Par., 1930, Xix, I15. 

A peasant woman in the seventh month of her 
eighth pregnancy was admitted to the hospital for 
observation because of repeated severe haemor- 
rhages which suggested placenta praevia. Her gen- 
eral health was good, and she did not seem to have 
been weakened by the loss of blood. Seven days 
later she passed through an easy spontaneous labor 
lasting four hours and was delivered of a living 
child. Immediately after delivery she complained of 
Violent pains in the lower abdomen, which were not 
relieved by the usual methods. On the following day 
the pains were less severe, but were localized in the 
right iliac fossa or the right side of the uterus, and 
the uterus was peculiarly hard. Muscular defense 
was absent. On the second day the condition became 
worse. 

Laparotomy revealed generalized acute peritonitis 
arising from the right tube. ‘The tube was removed, 
but the uterus was left in place. The tube was 
found to be filled with pus, but was little distended. 
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The base of a Mikulicz drain was placed behind the 
uterus, the gauze impregnated with 10 per cent 
gomenolized oil, and the upper three-fourths portion 
of the abdominal wound closed in three layers. The 
patient made an excellent recovery. 

Attention is called to the remarkable latency of 
the salpingitis, which had caused no symptoms 
previous to the labor in spite of the hard work to 
to which the patient was accustomed. The massive 
inundation of the peritoneum was produced by 
expression of the contents of the suppurating tube, 
which was squeezed between the uterus and ab- 
dominal wall during the contractions. Comment is 
made also on the latency of the onset of the puer- 
peral peritonitis. 

Leroux believes that soaking the gauze drain with 
gomenolized oil was of decided value, but on this 
point Faure disagreed with him. 

FLORENCE A. CARPENTER. 


NEWBORN 


Hess, J. H.: Chamberlain, I. McK., and Lundeen, 
E. C.: Premature Infants: A Report of 761 
Consecutive Cases. Pennsylvania M. J., 1930, 
XXXili, 429. 


Among 761 consecutive infants admitted to the 
Premature Infant Station at the Sarah Morris Hos- 
pital, Chicago, there were 38 which weighed more 
than 2,500 gm. One hundred and ninety-two infants 
represented multiple births. 

The place of birth apparently has a definite effect 
on the mortality. Among 181 infants born at home 


and transported to the Premature Infant Station, 
the mortality was 45.3 per cent, whereas among 218 
which were born in hospitals, the mortality was 23.9 
per cent. The infants are transported to the Pre- 
mature Infant Station in an electrically heated 
container. 

The most striking clinical finding in the infants 
whose cases are reviewed was cyanosis. Continuous 
cyanosis was characteristic of atelectasis and cere- 
bral hemorrhage. In infants with intermittent 
cyanosis, autopsy disclosed infection in addition to 
cerebral hemorrhage. The authors warn against 
violence in attempts to resuscitate infants with 
cyanosis. The inhalation of aromatic spirits of 
ammonia and the hypodermic injection of 5 m. doses 
of a 1:10,000 solution of adrenalin are recommended. 
The administration of oxygen by nasal catheter and 
the Henderson carbon-dioxide-oxygen apparatus is 
very efiective. Spinal drainage also has proved of 
value. 

Apathy was noted in all of the infants who died, 
but was most marked in those with intracranial 
hemorrhage. Sixty-five per cent of the infants with 
infection showed little, if any, rise in the tempera- 
ture. Marked jaundice in the first two weeks of life 
was usually associated with intracranial hemorrhage 
and infection. Vomiting, distention, and gastric 
irritability are common in premature infants. In 
the Premature Infant Station of the Sarah Morris 


Hospital, regurgitation in the first few days of life js 
treated by reducing the food and withholding water 
between feedings. Small, concentrated feedings are 
regarded as better than diluted milk mixtures. Ip 
the cases of infants with diarrhoea, starvation is in- 
stituted for from twelve to twenty-four hours, 
Weak tea is then fed every thirty minutes for the 
next twenty-four hours and at the end of that time 
small feedings of equal parts of skimmed lactic acid 
and breast milk are given every three hours. Weak 
tea between feedings has replaced the subcutaneous 
administration of saline solution to a large extent, 
In the cases of dehydrated, toxic infants, the intra- 
muscular injection of from 6 to 10 c.cm. of blood 
every other day is of value. 

The authors discuss the examination of the cere- 
brospinal fluid by the technique of Glaser, in which 
a small hypodermic needle (No. 27) is used with the 
infant in a sitting position. Glaser concluded that 
the benzidin test on the supernatant fluid is positive 
in 50 per cent of cases of cerebral hemorrhage: that 
unrecognized cerebral hemorrhage probably  ac- 
counts for some of the cases of so-called phvsio- 
logical icterus; and that a positive van den bergh 
reaction of the spinal fluid is strongly suggestive of 
intracranial hemorrhage. 

The Premature Infant Station of the Surah 
Morris Hospital has a capacity of 22 beds. There is 
no special ventilation or humidity control. The 
beds are enclosed in electrically heated \ iter- 
jackets. 

The feeding of the infants in this Station is sum- 
marized as follows: 

1. Catheter feeding is resorted to when the (rop- 
per method precipitates attacks of cyanosis. 

2. Human milk is used whenever possible, 4 wet 
nurses being employed to make up for the deficiency 
of non-productive mothers. 

3. Food is withheld for twelve hours in order that 
there may be no interference with the establishment 
of the function of the cardiorespiratory system 

4. Eight feedings are soon the usual daily routine, 
with water and weak tea between feedings. 

5. The usual requirements are from r4o to 1So 
c.cm. of breast milk per kilogram of body weight 
daily. 

6. Next to breast milk, lactic acid-sweet 
mixtures are preferred. 

7. Orange juice, raw egg yolk, cod liver oil, 
irradiated ergosterol, and iron and ammoiium 
citrate are recommended. 

Of the 761 infants admitted, 286 died. -! wo 
hundred and three autopsies were performed. | \\tra- 
cranial hemorrhage was found in 8o cases, atclec- 
tasis in 112, bronchopneumonia in 49, marked ic crus 
in 5, syphilis in 13, otitis media in 35, mastoidi'!s in 
10, meningitis in 5, omphalitis in 3, peritonitis 'n 1, 
cellulitis in 1, pemphigus in 1, epicarditis in 1, 
hypertrophied thymus in 5, malformation i: 20, 
hydrocephalus in 2, and athrepsia in 7. 

Of the 475 infants which survived, 232 returned 
to the Clinic and 53 died subsequent to discharge. 


nilk 
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The remainder were referred to private physicians, 
left the city, or could not be traced. 
lt has been found that if prematurely born chil- 
dren sustain no undue injury before or after delivery, 
their mental and physical development corresponds 
favorably with that of children born at term. 
Donatp G. ToLterson, M.D. 


Voron, J., and Pigeaud, H.: A Pathologico-Anatom- 
ical Study of Fatal Intracranial Subdural 
ilzmorrhages of the Newborn of Non-Trau- 
matic Origin (Etude anatomo-pathologique des 
hémorragies intra-craniennes sous-dure-mériennes 
mortelles du nouveau-né d’origine non-traumatique). 
Gynéc. et. obst., 1930, Xxi, 12. 

Postmortem examinations of newborn infants 
which died from intracranial hemorrhage showed 
that in 70 per cent the haemorrhage was due to 
causes other than birth trauma, namely, congenital 
syphilis, maternal infection, and maternal toxemia. 
The authors excluded trauma as a cause in cases in 
which the maternal pelvic measurements were nor- 
mal and delivery occurred spontaneously, and in 
cases in which low forceps were used because of 


uterine inertia or fetal indications. The demonstra- 
tion of inflammatory changes in the brain (menin- 
gitis, encephalitis) was considered further proof that 
factors other than trauma were responsible for the 
bleeding. Hemorrhagic areas and inflammatory 
changes in other organs such as the liver, spleen, 
and kidneys were considered evidence of a general- 
ized hemorrhagic disease of which the intracranial 
lesions were only one manifestation. 

Tentorial tears, which occurred in 50 per cent of 
the cases, were attributed to distention of the 
tentorium by blood clots from hemorrhage oc- 
curring during the process of moulding of the fetal 
skull during labor. The authors believe that their 
importance as a cause of death has been exaggerated, 
and that their presence does not imply birth injury. 
Many of the infants with congenital syphilis showed 
old subdural hemorrhages which had their onset 
before delivery. The authors state that acute and 
chronic infections of the mother, toxwmias of preg- 
nancy, and hereditary syphilis are important causes 
of blood-vessel disease resulting in congestion and 
subsequent rupture of the vessels and failure of 
coagulation of the blood. Harotp C. Mack, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Puche, J., and Bofill, J.: A Contribution to the 
Study of the Histophysiology of the Kidney 
(Contribucién al estudio de la histofisiologia del 
riién). Rev. méd. de Barcelona, 1930, vii, 206. 

In 1924 the author began experiments to deter- 
mine whether he could find any histological changes 
in the kidney cells after operation which would 
explain operative insufficiency of the kidney. As he 
used dogs, which are not very well adapted for ex- 
periments of this kind, he recently repeated the 
experiments on white rats. 

He found that operative insufficiency of the kidney 
in the white rat causes polyuria with increased ex- 
cretion of the various constituents of the urine. In 
the later stages of the experiment the excretion of 
all of the constituents except water and ammonia 
decreased. In addition to other important structural 
changes, the kidney with operative insufficiency 
showed argentophile granulations of an elaborate 
type. The active tubules showed different phases of 
activity of the cells. In kidneys intoxicated with 
caffein and sodium cyanide the argentophile granula- 
tions were changed or disappeared. 

Aubrey G. Morcan, M.D. 


Roth, E. J. H., and Wright, H. W. S.: Intravenous 
Pyelography. Brit. M.J., 1930, i, 778. 

Binz and Raeth experimented with selectan- 
neutral, an organic compound of iodine with a high 
molecular weight, hoping it would be useful in coccal 
infections of the biliary and urinary tracts. Erbach 
found that this compound is excreted in part by the 
kidneys and suggested that it might show an X-ray 
shadow of the urinary tract. As the clarity of the 
shadow was variable and as the tolerance for the 
drug is not always good whether it is given by mouth 
or intravenously, Swick and von Lichtenberg sug- 
gested substituting sodium ethyl for a methyl group 
and slightly reducing the iodine content. The com- 
pound so produced is called “‘uroselectan.” 

Uroselectan is given intravenously dissolved in 
distilled water and roentgenograms are made a 
quarter of an hour, three-quarters of an hour, and 
one and a quarter hours after the injection. The 
rate of excretion of the drug bears a close relation 
to renal function. Frequently the shadow of the left 
kidney appears less dense than the shadow of the 
right. 

As this drug is useful both in pyelography and in 
tests of function, Roth believes it will play an im- 
portant part in urological diagnosis. Two disad- 
vantages are its cost and the fact that no shadow is 
obtained when renal function is greatly diminished. 

CraubE D. Hoimes, M.D. 


Pieraccini, P.: Hezmaturia in Hydronephrosis 
(L’ematuria nell’idronefrosi). Ann. ital. di chir,, 
1930, ix, 222. 

In hydronephrosis, slight haemorrhage is not un- 
usual, but severe hemorrhage is uncommon. he 
bleeding may occur during or after the acute at! ick. 
There is nothing especially characteristic about it: 
it looks just like the hematuria of i.idney tumvr. 

The author reports a case of secondarily infected 
hydronephrosis with hemorrhage which he ai/rib- 
uted to congestion of the parenchyma, sclerotic 
glomerulonephritis, and small-cell infiltration o/ the 
submucosa of the renal pelvis. 

Hematuria in hydronephrosis has been ascribed 
to a vacuum, congestion from increased pressure of 
the urine within the sac, venous congestion {rom 
interference with the circulation in the pedicle, 
sclerotic glomerulonephritis, and infection. il of 
these factors may cause it and any of them may be 
found in individual cases. There is no constant rela- 
tion between the cause of the hydronephrosis and 
the blood in the urine, nor does the severity of the 
hematuria depend upon the severity of the hy«dro- 
nephrosis. The treatment of the hydronephrosis 
should be the same as in cases without hematuria. 

AupREY G. Morean, M.1. 


Peracchia, G. C.: The Effect of Stagnation of Urine 
on the Localization in the Kidney of Bacteria 
Circulating in the Blood (La influencia de! ex- 
tasis urinario para la localizacion renal de bacterias 
existentes en la circulation). Clin. y lab., 1930, xvi, 
186. 


The author describes experiments in complete and 
incomplete occlusion of the ureter with infection by 
staphylococcus aureus, streptococci, colon bacilli, 
gonococci, and tubercle bacilli which were carried 
out to determine the effect of the stagnation of urine 
on infection of the kidney. He found that only the 
staphylococus had a direct action in causing renal 
sepsis and suppuration with the ureter comp!vicly 
or partially occluded. Occlusion or partial occlusion 
of the ureter brought about a condition oi de- 
creased resistance which rendered the kidney more 
favorable for the development of the bacteria. 

The histological findings are described in ctail 
and shown in photomicrographs. 

AupREY G. MorcGan, \1.1). 


Kretschmer, H. L.: Tuberculosis of the Kid: 
New England J. Med., 1930, ccii, 660. 

This article is based on a series of 221 casvs of 
tuberculosis of the kidney. Forty-three and !ive- 
tenths per cent of the patients had had a previous 
operation, and in the cases of 47.7 per cent of 1 ‘icse 
the previous operation had been done for tuber- 
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culosis. The operation most frequently performed for 
genito-urinary tuberculosis was castration, which 
was done 1n 14 Cases. 

lifty-six per cent of the patients were between the 
ages of twenty and thirty-nine years. While tuber- 
culosis of the kidney is uncommon in infancy, the 
author suggests that obscure chronic pyelitis in 
infants may sometimes be due to tuberculosis. 

Before a kidney is removed for tuberculosis it is 
essential to exclude tuberculosis in the other kidney. 
In the cases reviewed, the condition was bilateral in 
19.3 per cent. 

The author subjects all patients with renal tuber- 
culosis to a complete physical examination, including 
a roentgen-ray examination. Evidence of lung in- 
volvement was found in 35.5 per cent of 180 cases. 
Qld healed lesions had no effect upon the operative 
mortality, but active lesions were taken into con- 
sideration in the choice of the anesthetic. 

The best functional results were obtained in cases 
in which there was very slight or no involvement of 
the bladder. These were the early cases. In 121 
cases, the symptoms were of only one year’s dura- 
tion. In 69.6 per cent, they had been present for two 
years. 

The most common symptoms were frequency, 
nocturia, and hematuria. Next most common were 
pain on urination, pain in the back, and loss of 
weight. Frequency was present in 83.2 per cent of 
the cases. 

In 194 cases (87.7 per cent) the presence of tubercle 
bacilli was demonstrated by smears or guinea-pig 
inoculation or both. In 27 cases the diagnosis was 
made by flat plate or cystoscopic examination and 
was verified at operation or bv autopsy. While 2 
cases were diagnosed by expl. .1-ory operation, the 
author does not recommend operative exploration 
as a substitute for urological study. 

In conclusion, Kretschmer says that he never 
accepts positive laboratory reports of the presence of 
tubercle bacilli unless he himself sees the bacilli. 
He emphasizes that nephrectomy must be supple- 
mented by general treatment for tuberculosis. In 
ordinary bilateral tuberculosis, operation is contra- 
indicated. It should be done in bilateral cases only 
when an acute infection develops on one side, 
accompanied by a high temperature and a rapid 
pulse, pus is formed in the kidney, and the patient 
loses weight. Harry W. PLaGGemeyer, M.D. 


Hepler, A. B.: Solitary Cysts of the Kidney; A Re- 
port of Seven Cases and Observations on the 
Pathogenesis of These Cysts. Surg., Gynec. & 
Obst., 1930, 1, 668. 


The term “solitary” has been used to distinguish 
the large renal cysts of adult life from congenital 
polycystic kidneys and the multiple small retention 


cysts of chronic nephritis. From a study of the 
reported cases Hepler has come to the conclusion 
that the lack of conciseness in the classification of 
these cysts is due to the fact that large cysts in the 
kidney do not have a common histogenesis and 
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therefore differ in number, size, contents, sac wall, 
and associated renal disease. He believes, however, 
that the mechanism of their production is essentially 
the same. 

In a review of 256 reported cases, Hepler found 
that the average age incidence of serous cysts is 
forty-five years and that of haemorrhagic cysts forty 
eight years. The cysts are about twice as common in 
females as in males. 

In 25 cases there were remnants of renal paren- 
chyma, atrophic tubules, and glomeruli in the wall 
not only at the point of contact of the cyst with the 
kidney, but also in all portions of the sac. ‘This in- 
dicates that the wall was made up of compressed 
renal parenchyma with a connective tissue substitu- 
tion which was not complete. Although solitary 
cysts are defined as occurring in a kidney otherwise 
normal, definite pathological changes were found in 
the kidney in 82 instances. 

Numerous explanations of the origin of these 
cysts have been given. According to one theory, 
they develop from embryonic rests, persistent cystic 
tubules in the embryo, or failure of union of the 
glomeruli and tubules, and are genetically related 
to polycystic kidney. This explanation is discredited 
by the following facts: 1. The disease is one of late 
adult life. 2. The cysts are rarely found in children 
either at clinical examination or at autopsy. 3. The 
symptoms usually begin suddenly. 4. In many in- 
stances the growth of the cysts is comparatively 
rapid. 

According to another theory, the cysts are reten- 
tion cysts and due to some undiscoverable obstruc- 
tion in the tubules with active renal secretion con- 
tinuing distal to the lesion. The most common ob- 
struction is assumed to be a localized inflammation 
with peritubular sclerosis and contraction. This 
theory seems to be discredited by the fact that group 
tubular obstruction alone cannot cause these enor- 
mous dilatations. 

From experiments which he carried out on rabbits, 
Hepler concludes that the formation of the cysts is 
due essentially to intrarenal urinary back-pressure 
produced by group tubular obstruction and paren- 
chymal anemia caused by involvement of an arterial 
branch in the region of the block process. With active 
glomerular function continuing distal to the lesion, 
rapid dilatation takes place. The surrounding kidney 
then undergoes compression atrophy and produces 
the connective tissue wall of the cyst. ‘The obstruc- 
tive factor, whether it be obliterating endarteritis 
with peritubular sclerosis, atherosclerosis, infarct, 
tumor, or some other condition, is itself involved in 
the process; hence all gross evidence that it was con 
cerned in the formation of the cyst is eventually lost. 

These large and usually solitary cysts of the kidney 
are acquired. They do not have a common cause, 
but the mechanism of their production is essentially 
the same. Recognized pathological conditions of the 
kidney produce them, but only when they are so 
situated as to cause a combination of group tubular 
obstruction and anemic degeneration of the paren- 





326 


chyma from circulatory disturbances in the same 
segment of the kidney. In some instances, repeated 
prolonged hemorrhages constitute an additional 
factor. Jacos S. Grove, M.D. 


Latteri, S.: Solitary Serous Cysts of the Kidney 
(Le cisti solitarie sierose del rene). Arch. ital. di 
urol., 1930, Vi, 113. 

The author reports a case of solitary serous cyst of 
the kidney in a woman forty-seven years of age, and 
reviews the treatment and results in 188 cases col- 
lected from the literature. He concludes that these 
cysts are congenital; that they are formed from frag- 
ments of the ureter or renal pelvis which become in- 
cluded in the kidney cortex during the process of 
development. He reports experiments on dogs in 
which he demonstrated that it is possible to produce 
such cysts by implanting fragments of the mucosa 
of the renal pelvis in the kidney parenchyma. 

The symptoms are vague and the diagnosis is diffi- 
cult. Even the roentgen picture is not very charac- 
teristic. A roentgenogram made after the injection 
of air into the perirenal tissues shows enlargement of 
the organ as compared with the other kidney. 

The prognosis is doubtful because of the possibil- 
ity of complications such as suppuration and rupture 
of the cyst. 

Various methods of treatment are used. Evacuat- 
ing puncture is dangerous and has been abandoned. 
There is a tendency now to abandon marsupiali- 
zation also. Enucleation should be the procedure of 
choice, but is often impossible on account of adhe- 
sions between the wall of the cyst and the surround- 
ing parenchyma. The method most frequently em- 
ployed is excision of the cyst together with the part 
of the parenchyma that is adherent to it. In the 
case reported in this article, Latteri exteriorized the 
kidney and tried to enucleate the cyst, but as this 
was impossible he excised it. Uneventful recovery 
resulted. As in most cases the renal parenchyma is 
not seriously affected, nephrectomy is seldom indi- 
cated. Aubrey G. Morcan, M.D. 


Hinman, F.: Renal Counterbalance in the Surgical 
Treatment of Renal Lesions. J. Am. M. Ass., 
1930, XCiv, 1207. 

This article emphasizes the surgical importance of 
the ability of renal tissue to undergo repair. Except 
in such conditions as tuberculosis, malignancy, and 
acute fulminating infections, nephrectomy should 
be done only as a last resort, even though it is often 
the safest and simplest procedure. Radical removal 
of the kidney is frequently the worst of all surgical 
treatment of unilateral disease, particularly hydro- 
nephrosis. 

In bilateral hydronephrosis there is almost no 
limit to the surgical preservation of renal tissue by 
plastic repair procedures and the removal of ob- 
structive conditions. In unilateral hydronephrosis, 
the same degree of relative repair cannot be ex- 
pected nor is it as necessary. Repair should be 
attempted if it appears possible to make the kidney 
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half as good as its mate; if this is impossible. prj. 
mary nephrectomy should be done. In the choice 
of procedure to be used in a borderline case the size 
of the sac is a poor guide and relative functional 
study helps very little. The decision is aided chieily 
by the degree of functional improvement following 
the use of a retention ureteral catheter or nep)yros. 
tomy and X-ray determination of the amount oi renal 
parenchyma. The renal damage caused by pyclone- 
phritis may be greater and more permanent than 
that caused by back-pressure. 

Complete ureteral obstruction almost inva iibly 
causes progressive hydronephrosis. The hyidro- 
nephrotic atrophy progresses to complete des! ruc- 
tion of the renal parenchyma until there rem ins 
only a sac with a thin connective tissue wall » hich 
is filled with fluid of a low specific gravity and \eak 
chemical reaction. The atrophy is not diffuse and 
is less marked the better the circulation. A- this 
process progresses, tubular dilatation, disappearance 
of convolutions, foreshortening, and atrophy occur. 
The glomerulus disappears last. The possibi!!iy of 
repair depends on the hypertrophy of the tu)ular 
remnants. 

Every normal kidney is capable of more work on 
demand, but its reserve power is not equal to duuble 
its customary function. Removal of one kid»: or 
complete obstruction of its ureter doubles the 
amount of work thrown on the other kidney. The 
greatest relative hypertrophy occurs in the con- 
voluted tubules. Compensatory hypertrophy is not 
limited as a diffuse change to one of a pair of kidneys 
with injury to its mate. Injuries of portions of a 
kidney will result in hypertrophy of the uninjured 
portion of that kidney as well as of its mate. 

The elimination of infection as a complication of 
the repair of hydronephrosis is of great importance 
as extensive pyelonephritis slows or stops secret ii 
reduces back-pressure, and may influence the | 
ess of repair after relief of the obstruction. 

In all borderline cases of unilateral hydronephrosis 
—cases characterized by little parenchyma, low 
function, little if any improvement following the use 
of a retention catheter, and possibly chronic i) /ec- 
tion—nephrectomy should be done provide: the 
other kidney is healthy and hypertrophic. ©: the 
other hand, when the condition is bilateral, «\ cry 
possible attempt should be made to preserve a 
kidney with the same or even a greater degice ol 
injury. CLaupE D. Hoimes, M.1). 


Harris, A.: Operative Injury of the Ureter. Report 
of Five Cases, with a Review of the Literature. 
Am. J. Surg., £930, viii, 801. 

Harris believes that surgical injury of the 

is far more frequent than is commonly sup} 

Inadvertent cutting, ligating, or clamping o 

ureter is most apt to occur during operatic: 

which the course of the ureter is difficult to « 
mine. Definite principles of identification and 

tion of the ureter should reduce the incidence 0! 

accidents. The determination of the course © 
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ureter is aided by the use of an indwelling ureteral 
catheter. 

Complete repair of a ureteralinjury should be done 
at the time of the accident if the patient’s condition 
will allow it. The most successful procedure is 
uretero-ureteral anastomosis with invagination of the 
lower end of the upper segment into the lower seg- 
ment. A good result depends upon maintenance of the 
caliber of the ureter. This is aided by the use of an 
indwelling ureteral catheter or the soluble magnesium 
tube of Taddei. 

An early cystoscopic examination should be made 
in all cases in which ureteral injury is known or 
suspected. This may be the means of saving a kid- 
nev or even the patient’s life. For a time at least, 
cystoscopic exploration of the ureter should be done 
also at intervals, following ureteral anastomosis. 

Henry L. Sanrorp, M.D. 


Pieraccini, P.: Twenty-Five Cases of Calculus of 
the Ureter (Considerazioni su 25 casi di calcolosi 
ureterale). Arch. ital. di chir., 1930, xxv, 577. 


The histories of the author’s twenty-five cases of 
calculus of the ureter are supplemented with roent- 
genograms. Pieraccini says that non-operative treat- 
ment is common in America and many European 
countries, but is used very little in Italy. The best 
method of non-operative treatment consists in pass- 
ing ureteral sounds of gradually increased size and 
leaving each one in for several hours. This treat- 
ment is indicated for intramural calculi, especially 
those in the last part of the ureter; for small, smooth 
calculi, even if they are not very low; and for anuria 
following colic. In cases of anuria operation should 
be performed if it is not immediately successful. It 
is indicated in recent cases and cases in which suc- 
cessive roentgenograms at brief intervals show a 
tendency toward spontaneous progression of the 
calculus. It is contra-indicated, or at least not 
advisable, in cases of high calculi, calculi of large size, 
multiple calculi, cases with marked infection, old 
cases, cases in which calculous anuria has been pres- 
ent for some time, cases in which non-operative 
treatment has failed, and cases of impacted calculus. 

The surgical treatment of choice is ureteroli- 
thotomy. The extraperitoneal route should be used. 
The location of the incision will depend, of course, 
on the site of the calculus. An incision is made in the 
ureter over the calculus and the calculus removed. 
After the removal of the calculus the permeability 
of the ureter should always be determined and the 
calculus should be examined to see if it has any 
facets. In cases with advanced sepsis of the renal 
pelvis and general involvement of the kidney, nephro- 
ureterectomy is indicated. In voluminous hydro- 
ureteronephrosis, even if it is aseptic, the radical 
treatment is preferable. Ureterorrhaphy is generally 
not necessary. When it must be done, it should be 
performed with non-perforating sutures so as not to 
cause stenosis. To prevent stenosis, Taddei once 
sutured the opening in the ureter transversely with 
excellent results. In cases of calculus in both the 


ureter and the kidney, the ureteral stone should be 
removed first, and then, if the patient’s condition 
permits, pyelotomy should be performed. In emer- 
gency operation for anuria, ureterolithotomy should 
be done if the patient’s condition will allow it; simple 
nephrostomy should be performed only as a last re- 
sort. Operation should be performed as early as pos- 
sible as a stone in the ureter is apt to affect the kidney. 

According to certain recent reports, recurrence is 
frequent, but in the cases reviewed by the author it 
was rare. 

The mortality in cases treated by ureterolithotomy 
is between 2 and 6 per cent. 

AupREY G. Morcan, M.D. 


BLADDER, URETHRA, AND PENIS 


Berry, N. E.: Traumatic Rupture of the Bladder 
and Urethra. Canadian M. Ass. J., 1930, xxii, 475. 


The author reports thirty-six cases of traumatic 
rupture of the bladder and urethra which were 
treated at the Royal Victoria Hospital, Montreal. 

The most common cause of the rupture was the 
so-called “‘straddle” fall. Such a fall had occurred 
in ten cases. An increasingly frequent cause is 
automobile accidents. Crushing injuries occurred in 
seven of the cases reviewed. In six cases, the rupture 
was produced by surgical instrumentation in the 
presence of a stricture. In four cases it was due to 
childbirth. 

The injuries may be divided into two types: (1) 
those occurring in front of the triangular ligament, 
and (2) those of the posterior urethra. They may 
vary from an abrasion of the mucous membrane or 
a tear of the muscle wall to complete transverse 
separation with wide retraction of the ends and con- 
traction of the mucous membrane. The course of the 
extravasated blood and urine depends upon the 
site of the injury with relation to the fascial layers 
and the triangular ligament. 

The treatment is variable. Some surgeons do an 
immediate urethral repair, while others advocate 
delay of the repair. The first indication is to relieve 
the intravesical tension and allow the free escape of 
the extravasated blood and urine. ‘The second in- 
dication is to restore the damaged urethra. Drain 
age may be established by the use of a retention 
urethral catheter, suprapubic cystotomy, or perineal 
section. The choice of method must be determined 
by the requirements of the given case. 

Of the cases reviewed, a retention catheter was 
used in one, suprapubic cystotomy was done in six- 
teen, and perineal section was done in fifteen. Peri 
neal section is the method of choice for rupture of 
the urethra without bladder injury. 

The postoperative complications in the cases were 
chiefly the results of extravasation, but included also 
shock, pneumonia, and osteomyelitis of fractured 
pelvic bones. 

Of the thirty-five patients who were operated upon 
twenty-five were discharged as cured and two with 
improvement in their condition. 
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As there is danger of the development of stricture 
as a late sequela of the trauma, the patient should 
be kept under observation for some time. The 
author believes persons sustaining such injuries are 
entitled to compensation as they must be subjected 
to repeated urethral dilatation with its attendant in- 
convenience and discomfort. 

Harry W. PLAGGEMEYER, M.D. 


Lowsley, O. S.: Preliminary Drainage in Cases of 
Vesical Obstruction, with Particular Reference 
to Stricture of the Urethra. J. Urol., 1930, 
Xxili, 307. 

The author claims that whenever the general 
condition is poor and prostatectomy is necessary for 
adenomatous hypertrophy, cancer, or the relief of 
obstruction of the lower urinary tract, it is advisable 
to do a preliminary suprapubic cystotomy for the 
following reasons: 

1. Either suprapubic or perineal enucleation may 
be done following suprapubic drainage. Technical 
difficulty is no excuse for omitting it. 

2. While the use of an indwelling catheter may 
improve the condition of the kidneys, the catheter 
is a foreign body in the prostatic urethra and favors 
the development of an inflammatory reaction with 
resulting oedema. 

3. Every adenomatous hypertrophy of the pros- 
tate is accompanied by pus in the prostatic tubules 
and the indwelling catheter prevents normal drain- 
age of the prostatic ducts, thereby favoring an in- 
crease in the oedema of the gland. 

4. With congestion due to the indwelling intra- 
urethral foreign body there is also considerable 
absorption which prevents the improvement in the 
general condition that is obtainable with the other 
type of drainage. 

5. (Edema of the prostate favors bleeding on 
prostatic enucleation. 

6. When suprapubic drainage is established the 
patient is clean and dry, the kidneys resume their 
normal functional efficiency, the oedema of the en- 
larged gland is reduced, and enucleation is associated 
with less bleeding. 

7. The suprapubic prostatectomy vaccinates the 
patient against the organisms he is harboring. 

Suprapubic cystotomy with removal of stone from 
the bladder is supposed by some to be particularly 
precarious. In 39 cases, in 25 of which the general 
condition was only fair, the mortality was 7.7 per 
cent. 

The author is thoroughly convinced of the de- 
sirability of drainage as a preliminary measure also 
to vesical diverticulectomy. 

Most surgeons do not drain the bladder supra- 
pubically as a preliminary to operation for urethral 
stricture. While delay is inadvisable in the presence 
of acute periurethritis or phlegmon, in some cases 
much better results have been obtained when a pre- 
liminary suprapubic cystotomy was done before the 
operation on the strictured urethra. The two-stage 
operation is indicated especially in the cases of 
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patients advanced in years who hi.ve a long-standing 
obstruction with renal damage from the narrowed 
urethra. From his experiences in 12 cases of m 
formation of the urethra the author is convinced 
suprapubic section is the drainage of choice in 
condition also. In 2 cases of stone lodged in | 
urethra which were treated by preliminary drai 
until the organs had reached their maxi: 
efficiency good results were achieved. 

Suprapubic cystotomy has definite value as « 
liminary procedure to a more shocking oper: 
The mortality rate is surprisingly low consid 
the patients’ age and the poor general cond 
usually associated with prostatic enlarge) 
urinary retention, and complete urinary ob: 
tion. In 381 cases it was only 8.9 per cent. | 
per cent of the deaths were those of men 
seventy years of age, six of whom were over « 
years old. Lovis NEUWELT, 


Morson, A. C.: The Pathology and Treatme: 
Carcinoma of the Penis. Proc. Roy. Soc. 
Lond., 1930, xxiii, 667. 


There are two types of penile cancer—th: 
cerative and the papilliferous. In the first 
phimosis and decomposition of smegma are the 
factors, while in the second, the malignant ch 
are initiated by a wart. The clinical manifesta 
of carcinoma of the penis are very different 
those of glandular carcinoma. The treatme) 
amputation or radium irradiation. 

Circumcision is a most important preventive 
is not infallible. Any wart on the penis may b. 
forerunner of cancer. The malignant lesion: 
commonly multiple and are called “implants 
growths.” 

The ulcerative variety of cancer is not an : 
growth; it eats the organ away. There is no evii: 
that venereal disease plays any part in the causitio 
of the lesion, but there is always a history of phim 
and decomposition of smegma. Dirt is a most !m- 
portant factor in the etiology of both varietics 
penile cancer. 

A characteristic of the penile lesion is malignaicy. 
A lump or ulcer remains painless for years 
sepsis begins, when the glands in the groin en! 
and become tender and fever and wasting comme:ice. 
The glandular enlargement results from adenitis 
and not from malignant metastasis. Sepsis i 
tensely virulent in the presence of cancer, and 
the sepsis which causes death. The femoral artery 
usually ruptures from ulceration. Sometimes septic 
bronchopneumonia is the terminal condition, bi: 
metastases have been found farther than the ingu 
glands. It is characteristic of skin cancer tha‘ 
squamous cells fail to penetrate beyond the nea” 
glands. 

Penile cancer is three times as common in ne 
as in whites. It occurs usually between the agi 
forty and sixty years, but has been seen at the a 
eighteen. The inguinal glands are involved i 
least 60 per cent of the cases. 
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‘Te melanotic cancer is preceded by a pigmented 
mole for many years. Without warning, it rapidly 
disseminates and has a fatal termination with 
multiple metastases. 

formerly, the treatment was amputation with 
extirpation of the inguinal glands. ‘Today, the ra- 
dium needle is frequently used instead of the knife. 
If complete amputation by the Gould method is 
done early, there should be no recurrence if the 
infection is limited to the adenitis. 

[n the radium treatment, the author uses platinum 
needles 0.5 mm. thick and 22.5 mm. long, containing 
s mgm. of theelement. He buries them 2 cm. apart. 
They are left in place twenty-four hours the first 
time, and thirty-six hours at each subsequent treat- 
ment. The skin and testicles are protected with a 
lead plate. The implantation is done under anes- 
thesia induced with ethyl chloride or novocain. 

The changes begin in three days. When a dose 
lethal to the cancer is given the tumor disappears in 
two weeks. The complications are difficulty in 
micturition and stricture of the external meatus. 

The author does not operate upon or irradiate 
the inguinal glands unless the covering skin is 
ulcerated. The dangers are lymphatic oedema and 
extensive cellulitis. Surgeons usually prefer the 
Gould operation, but Morson chooses irradiation on 
account of the mental effect produced by the disap- 
pearance of the tumor and the preservation of the 
organ. BENJAMIN F. Rotter, M.D. 


GENITAL ORGANS 


Lowsley, O. S.: Embryology, Anatomy, and Surgery 
of the Prostate Gland. Am. J. Surg., 1930, viii, 
526. 


Embryological studies of the prostate were carried 
out by the author on fetuses varying in age from ten 
weeks to full term. The first specimen was 5 cm. in 
length. The musculature of the bladder was care- 
fully studied with particular reference to the neck of 
the bladder and the prostatic region, but no evidence 
of the development of the prostate was found until 
the third month of fetal life. Eventually the prostate 
had five lobes—a middle lobe, two lateral lobes, and 
a posterior and an anterior lobe. 

The posterior lobe is of special interest to the 
surgeon because it is the most frequent site of car- 
cinoma of the prostate. One of the most significant 
findings was the number of prostatic ducts with 
openings on the floor of the prostatic urethra. In 
most cases no fewer than fifty-three such ducts were 
found. Two specimens showed seventy-four, and 
the average for six specimens was sixty-three. 

In the surgery of the prostate gland, three forms 
of preliminary drainage are used: fractional cathe- 
terization, drainage by retention catheter, and 
suprapubic drainage. By suction through a double 
tube the patient may be kept comfortable and dry. 
Drainage is followed by improvement in renal 
function. This is indicated by the results of the 
phenolsulphonphthalein test, cryoscopy, the in- 
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digocarmine test, the Mosenthal test, and the deter- 
mination of various products retained in the blood. 

The preparatory drainage is the most important 
part of the operation. Regardless of whether the 
gland is to be removed by the suprapubic or the 
perineal route, the author always establishes supra- 
pubic drainage. The pre-operative preparation 
should include also the forcing of fluids and, if 
necessary, blood transfusion. 

Next in importance to drainage is the anesthesia 
used for the operation. Ether and chloroform are 
dangerous. Nitrous oxide oxygen is the best of the 
inhalation anesthetics, but is not entirely safe. The 
anesthesia of choice is sacral and parasacral anes- 
thesia, which is satisfactory in 95 per cent of the 
cases. 

The technique used by the author for the perineal 
operation does not differ much from Young’s perineal 
procedure. Particular attention is paid to the re- 
moval of small nodules of prostatic tissue from the 
vesical orifice. Persistent fistule never result if the 
perineum is reconstructed by a stitch drawing the 
two parts of the levator ani together. 

For carcinoma of the prostate, Lowsley prefers 
eperation tc radium treatment, but usually applies 
radium to the bed of the prostate after the operation. 

Prostatic abscess is generally operated upon by 
the perineal route. 

Lowsley reports two cases of tuberculosis of the 
prostate in which the nature of the condition was 
not discovered until operation, and a case of prostatic 
hypertrophy with characteristics of Hodgkin’s 
disease. ELMER Hess, M.D. 


Nickel, A. C., and Stuhler, L. G.: The Prostate 
Gland as a Focus of Infection in Arthritis. 
Med. Clin. North Am., 1930, xiii, 1519. 


Arthritis due to focal infection is well known, as 
is also the association of the gonococcus with certain 
forms of arthritis. Recently the theory has been 
advanced that the prostate gland may be a focus of 
infection. Cultures were made in about 400 cases of 
arthritis in which the prostate gland was suspected 
to be a focus of infection. Seventy-one contained 
organisms with an affinity for the joints. The caus- 
ative organism was usually a green-producing strep- 
tococcus, but in a few instances it was a gram-posi 
tive coccus resembling the staphylococcus albus. 

The prostate gland has been found to be a definite 
focus of infection often enough to warrant its con- 
sideration as a possible focus in any male patient 
with arthritis. Local treatment of the gland so 
infected, sometimes supplemented with the use of 
an autogeneous vaccine, often improves the general 
condition, especially if other foci are also treated. 


Moench, G. L.: The Technique of the Detailed 
Study of Seminal Cytology. Am. J. Obst. &Gynec., 
1930, XIX, 530. 

The technique described is as follows: 
The smear slides are air-dried, fixed by heat, and 
then treated with a 1 per cent chlorozene solution 
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for from one-half to two minutes. They are then 
washed with water andgs5 per cent alcohol, dried, and 
stained with a modified Williams stain, a mixture of 
Ziehl-Neelsen carbol-fuchsin, 50 parts, a saturated 
alcoholic solution of (bluish) eosin, 25 parts, and 
95 per cent alcohol, 25 parts. When the slide is to 
be stained, a few centimeters of the stain are put in 
a small container and carbol-fuchsin is added drop 
by drop until a precipitate occurs and a metallic 
luster covers the surface of the fluid. The stain is 
then filtered and used on the slide for from one and 
one-half to five minutes. The length of time de- 
pends on the depth of staining required. If the slide 
is blotted dry before the stain is applied, precipita- 
tion is less likely to occur. At the proper time the 
stain is washed off rapidly but carefully with water, 
and a counterstain consisting of methylene blue 
diluted with distilled water to one-third the usual 
strength is applied for from one to five seconds. If 
the slides are wanted for examination of the sperms 
under the microscope and the counting of abnormal 
cells, the counterstaining is done more lightly, 
whereas when they are to be used for projection and 
measuring, the sperm heads are stained a deeper color 
to make them stand out more prominently. If many 
slides must be made, it is perhaps wiser to stain the 
heads a reddish purple instead of blue, using very 
dilute methylene blue, as the former is less fatigu- 
ing to the eyes. 

The head stains purplish and darker at the base 
than anteriorly. The anterior end knob can often 
be seen set into the base of the head as a small red 
knob. The body and tail of the sperm stain a deep 
red. Usually from 500 to 1,000 cells are tabulated, 


but in difficult specimens it is often necessary to 
count 2,000 or more cells before a definite con- 
_ clusion can be drawn. 

The number of sperms present in a stained smear 
is not indicative of the number of sperm cells present 


in the original sample of semen. Even when the 
original specimen has numerous cells, only a rela- 
tively few may appear in smears as many cells may 
be lost in the preparation of the slides. 

The method used by the author for measure- 
ments is the one generally employed in such studies. 
The image of the spermatozoon is projected at a 
known magnification onto a miniature screen and 
then measured with bow dividers controlled by a 
thumb screw. The results are recorded by graphs. 

E. L. CorNeELL, M.D. 


Weisner, B. P.: On the Re-Activation of the Senile 
Testis of the Rat by Means of Injections of 
Gonadotrope Hormones. Edinburgh M. J., 1930, 
XXXVI, 229. 

From experiments carried out on rats with regard 
to the relative action of cestrogenic extracts from 
the anterior lobe of the hypophysis and human 
placenta, the author concludes that the senile 
testicle which is no longer spermatogenetic and in 
which the endocrine function has declined can be re- 
activated by the injection of gonadotrope hormones. 
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This work is still in the experimental stage. and 
the most advanced age at which the senile testicle 
can be re-activated has not yet been determined 
The author is of the opinion that the decrease of 
activity in the senile testicle is due to dysfunction or 
lack of function of the glands of internal secretion, 
He believes, therefore, that testicular grafts alone 
would probably be insufficient to overcome it. but 
that extracts of endocrine glands such as the pity- 
itary gland may induce renewed endocrine funtion 
and thus restore the function of the genital g!ands 
which depends upon testicular hormone. 

J. Sypney Rirrer, \! |) 


MISCELLANEOUS 


Heritage, K., and Ward, R. O.: Excretion | rog- 
raphy. Brit. M. J., 1930, i, 734. 


The authors review previous attempts to per orm 
excretion urography with drugs administered « ally 
or intravenously, and report their results wit!) uro- 
selectan. 

They inject into the median basilic vein 40 ¢\\. of 
the drug dissolved in too c.cm. of warm dis’ '!led 
water. In cases in which a slight leak has occ irred 
into the tissues at the point of puncture no ill e/lects 
beyond slight local irritation and tingling have |ieen 
noted. 

The injection is best carried out on the X-ray 
table. The first roentgenogram is taken from five to 
ten minutes later. Subsequent roentgenogram: are 
taken after half an hour, one hour, and two hours, 
the bladder being emptied just before each exposure 
in order that its shadow may not obscure the |o\ver 
part of the ureter. 

When renal function is normal, a shadow o! the 
whole urinary tract is obtained half an hour «iter 
the injection and persists for several hours. \\ hen 
renal function is subnormal, the shadow shows a 
corresponding loss of density and its appearance is 
delayed. When renal function is severely impaired, 
the shadow is not obtained until after from six to 
twenty-four hours or not at all. If the renal shadow 
is absent, no kidney is present on that side or the 
kidney is inactive or very severely damage by 
disease. Such results are seen in pyonephrosis, 
advanced renal tumor, and long-continued obst ruc 
tion of infected kidneys. Findings of this character 
demand further cystoscopic study. 

Indications for intravenous urography are im- 
passible obstruction of the urethra or ureters, s: vere 
hemorrhage, multiple urinary fistula, the examina- 
tion of small children, and cases of implantativn ot 
the ureters into the bowel. Contra-indications are 
advanced renal destruction, iodine idiosyni ‘asy 
hyperthyroidism, and acute inflammatory » nal 
disease. 

The authors have found the procedure harm ess. 
No patient has shown a reaction following the i: \ec- 
tion. The results are easily obtained and us: illy 
leave no doubt as to the condition present. 

Henry L. SANForD, _. 
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Krueger, A. P., Faber, H. K., and Schultz, E. W.: 
Observations on the Bacteriophage in Infec- 
tions of the Urinary Tract. J. Urol., 1930, xxiii, 
307. 

lhe authors have made an exhaustive study of all 
of the work that has been done on bacteriophagy. 

The literature reports numerous good results from 

bacteriophage treatment in bacillus coli bacilluria 

secondary to pregnancy, urinary calculus, bacillus 
coli septicemia, and intestinal disturbances. No 
harmful effects have been demonstrable after the 
administration of the bacteriophage. 

lhe authors studied eighty-nine cases of urinary 
tract infection in which bacteriophage was used. 

They state that the bacteriophage is thought not to 

remain confined to the intestine, but to pass into the 

circulation, from there into the tissues, and thence 


to the lesions containing the bacteria upon which it 
can exert its faculty of assimilation. The result is a 
bacteriophagy in vivo with elimination of the invad- 
ing microbe. However, their personal experience 
has not been such as to warrant any definite con- 
clusions concerning the value of this treatment. 
They are particularly uncertain as to the value of 
bacteriophagy in chronic infections of the urinary 
tract. They are of the opinion that in acute urinary 
infections, alkalinization by mouth increases the 
virulence of bacteriophages naturally occurring in 
the urine by providing the optimal reaction for 
bacteriophagy. 

In conclusion they state that in the bacterio- 
phage treatment of urinary infections they have not 
obtained the brilliant results reported by others. 

Maurice I. Merrzer, M.D. 











SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Zanoli, R.: Renal Pseudorickets (Pseudo-rachitismo 
renale). Chir. d. organi di movimento, 1930, xiv, 539. 


The author reviews the literature on renal pseudo- 
rickets and reports two cases. His patients were 
boys sixteen and seventeen years of age who were 
underdeveloped sexually and physically, with deli- 
cate skin, a scanty panniculus adiposus, meager 
distribution of body hair, and normal pituitary 
fosse. The condition was characterized by urinary 
frequency, nocturnal enuresis, and changes in various 
bones resembling those of rickets. In both cases 
there was bilateral genu valgum. In one, a large 
stone was found in the bladder. 

The condition is known also as “‘renal infantilism” 
and “renal dwarfism.”” Antuony R. CAmERo, M.D. 


Maxwell, J. P.: Further Studies in Osteomalacia. 
Proc. Roy. Soc. Med., Lond., 1930, xxiii, 639. 


Maxwell believes that osteomalacia and rickets are 
merely different manifestations of the same disease. 
In support of this theory he cites five cases showing a 
definite relation of osteomalacia in the mother to 
rickets in the child. 

Osteomalacia results in the following three charac- 
teristic types of deformity: 

1. Deformities of the spine and chest: (a) with 
kyphoscoliosis and rotation, and (b) with pure ky- 
phosis. In deformities of the latter type, which are 
rare, roentgenograms show evidence of wedging and 
clubbing of the vertebrz at the site of the deformity. 

2. Deformities of the pelvis: (a) rotation, (b) 
approach of the ischial tuberosities toward one 
another, (c) an increase in the concavity of the sac- 
rum with a tendency of the lower end to come for- 
ward, and (d) a rolling in of the iliac crest which 
causes the iliac fossa to become narrow and deep. 
Occasionally, pelvic deformity is caused by a pelvic 
fracture. 

3. Deformities of the long bones: (a) bending, and 
(b) fracture. In many cases there are deformities of 
the chest and pelvis without involvement of the long 
bones, but when the long bones are affected the 
pelvis and chest are usually also involved. 

In discussing the relation of osteomalacia, muscle 
spasm, and tetany to the calcium and phosphorus 
content of the blood, the author states that muscle 
irritability depends on the calcium-ion concentration 
rather than on the total calcium content of the blood. 
It is his impression that the spasm, pain, and irrita- 
bility of the muscles are a part of the disease. 

He believes that when the ovary shows changes 
from the normal in osteomalacia, such changes are 
consequent upon, and not the cause of, the disease. 
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In three cases of osteomalacia reported, marked 
improvement followed the administration of cod 
liver oil and calcium lactate. 

Maxwell urges early recognition and treatmen: of 
osteomalacia. Rupovrpu S. Reicu, M.!), 


Jaffe, H. L.: Resorption of Bone: A Consideration 
of the Underlying Processes Particularly in 
Pathological Conditions. Arch. Surg., 103: 
355- 

Resorption of bone may be caused by osteoc|:ists 
or by blood vessels and granulation tissue. (st co- 
clastic resorption plays only a small part in the more 
fulminating inflammatory bone diseases. 

Vascular resorption is the result of widening 0! the 
vessel canals known as Volkmann’s canals, a provess 
which rapidly reduces the amount of bony tissu 

Following a description of the vessel canals of 
normal bone, the author discusses the changes in ihe 
vessel walls during resorption, the formation of new 


canals in resorbing bone, the changes occurriny: in 
the marrow during vascular resorption, the mevha- 
nism of vascular resorption, and the relation of hone 


cells to vascular resorption. 

With regard to osteoclastic resorption, he <lis- 
cusses the origin of osteoclasts, the foreign-hody 
giant-cell conception of osteoclasts, the morphology, 
function, and fate of these cells, the relation of 
Howship’s lacune to osteoclasts and to bone cells. 

ELVEN J. BERKHEISER, M.!) 


Phelps, W. M.: Specificity of Light Action in Tuber- 
culosis. J. Bone & Joint Surg., 1930, xii, 253. 
Pardee, K.: Carbon-Arc-Light Treatment in Bone 
and Joint Tuberculosis. J. Bone & Joint Surs., 

1930, xii, 270. 

PHELPS reports experimental work on the speciti- 
city of various wave lengths of light, especially those 
between 330 and 380 millimicrons. He uses the term 
“light” to include the infrared and ultraviolet rays 
as well as the visible rays. 

The best source of light is, of course, the sun. {ll 
artificial sources are less dependable and less con- 
stant. The carbon arc light varies with the type of 
carbon and the amount of current. The quartz lamp 
produces a large amount of ultraviolet light, but this 
varies markedly with the age of the burner and its 
spectrum is a line spectrum producing large quan! 
ties of certain groups of waves and very small qua: 
ties between these groups. 

In order to establish more scientific criteria ‘or 
dosage in sun treatment, a thermopile was set up 00 
the roof of the building where treatments were gi\ en 
and the gram calories per square centimeter per m:n 
ute were recorded for different weather conditions. 
With these records as a guide, the period length o! 
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exposure was varied so as to give the same dose at 
each treatment. This system will not work for the 
artificial sources of light. 

he results in thirty-four cases of joint tuberculo- 
sis treated with light are tabulated. In general, they 
are good. There were only two deaths, both due 
apparently to pulmonary involvement. The pa- 
tients were treated by heliotherapy supplemented in 
most cases by carbon-arc light. No local heliother- 
apy was given. The most striking effect was the 
closing of the sinuses. In many cases there was a 
fairly good return of function in the joints. These 
results demonstrate what can be done at sea level 
where the short ultraviolet rays (with a wave length 
below 320 millimicrons) are absent. 

Of the artificial types of light, that of the carbon- 
arc lamp most nearly approaches sunlight. Its spec- 
trum extends from about 385 to 500 millimicrons 
and the heat produced amounts to 1 gram calorie 
per square centimeter per minute at a distance of 
1 meter. These figures vary with the amperage 
employed. 

An experiment with six guinea pigs showed that 
irradiation with the carbon arc tended to prolong the 
life of the animals after they had been inoculated in 
the peritoneal cavity with tubercle bacilli. The 
three animals which were irradiated lived fifty, fifty- 
nine, and sixty-five days respectively, whereas the 
three that were not irradiated lived only forty-one, 
thirty-two, and forty-eight days. 

Phelps concludes that heliotherapy can be given in 
sea-level cities as well as elsewhere, and that of the 
artificial substitutes for sunlight the light of the 
carbon arc is better than that of the mercury-vapor 
arc because it lacks the rays which cause tanning 
and erythema (wave lengths of from 300 to 320 
millimicrons). 

PARDEE reports the results of the practical appli- 
cation of the carbon-arc lamp in the Children’s Hos- 
pital School, Baltimore. The treatments were given 
en masse to children with tuberculosis of bones and 
joints. The patients, on Bradford frames, were 
placed in a circle under the lamp, each frame on an 
angle so that each patient received the rays from the 
lamp at a right angle with the body line. The treat- 
ment was begun with irradiation for only half a min- 
ute on the legs. If no erythema resulted, the regular 
schedule of irradiation for one minute on the front 
and back and an increase of one minute a day was 
carried out. The maximum dose was fifteen minutes 
each on front and back. 

Twenty-two children were treated five times a 
week for five months. During this period three 
patients showed an average increase in hemoglobin 
of 9 per cent; ten, an average increase of 7.7 per cent; 
and five, an average increase of 4.2 per cent. Two 
showed a decrease of 2 and 6 per cent respectively, 
and two showed no change. Twelve patients with 
blood counts below 4,100,000 showed an increase of 
from 250,000 to 300,000 cells; two, a decrease; and 
one no change. Of seven whose original count was 
above 4,100,000, six showed a slight decrease and one 
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a slight increase. In a comparison of weights before 
and after the treatment it was found that nine pa- 
tients gained from +4 to 134 lb., four gained from 2 
to 4 lb., one showed no change, and four lost from 1 
to 1% lb. The general appearance and temperament 
of the children were noticeably improved. Taking 
all of the criteria into consideration, the author con- 
cludes that sixteen of the children showed definite 
improvement; three, slight improvement; two, no 
change; and one, a change for the worse. ‘The 
roentgenograms indicated improvement in seventeen 
cases. This was evidenced by an increased deposit of 
lime salts, sharpening of the outlines of the bones, 
and, in the spinal cases, the absorption of necrotic 
vertebral bodies with fusion of the vertebral bodies 
adjacent to them. In two cases the roentgenograms 
showed a change for the worse, and in three cases the 
data were insufficient for any conclusion. 

In general, brunette children showed more im- 
provement under treatment with the carbon-are 
lamp than blonde children. 

WILiiAm A. CLARK, M.D. 


Camplani, M.: A Study of the Skeleton in Tabes 
and Syringomyelia (Contributo allo studio dello 
scheletro nella tabe e nella siringomielia). Radiol. 
med., 1930, XVii, 294. 

The author describes a number of cases of osteo- 
arthropathy in syringomyelia and tabes which he 
studied roentgenologically, and then reports the re- 
sults of a study of the skeletons of eight non-arthro- 
pathic tabetics. His findings seem to indicate that 
there is a pre-arthropathic stage, for some parts of 
the skeleton showed changes which might explain 
the arthropathy and the fractures frequently occur 
ring in cases of tabes. The roentgen appearance of 
these bone and joint changes seemed to show some 
relation to that of Axhausen’s arthritis deformans, 
but as it was not constant, it appears probable that 
the spirochaete may cause or complicate the lesions. 
The lesions are of at least two types. 

AupREY G. Morcan, M.D. 


Eliason, E. L., and North, J. P.: Osteitis Fibrosa. 
Case Reports Suggesting a Traumatic Origin. 
Ann. Surg., 1930, xci, 833. 

The authors agree with Geschickter and Copeland 
that giant-cell tumor, osteitis fibrosa, and solitary 
bone cyst are stages of a single process and have the 
common primary factor of trauma. ‘They state that 
the theory of an inflammatory origin has many facts 
against it. Cultures taken at operation are always 
sterile, and small round cells are conspicuously ab- 
sent from the histological picture. No case of deep or 
superficial suppuration has been recorded. Pain and 
swelling are usually absent. In some cases there are 
no symptoms at all, the lesion being discovered only 
incidentally at roentgen examination. ‘The clean 
healing that follows fracture or operation could not 
occur in an infected bone. 

The theory of a neoplastic origin is refuted by the 
fact that there is no hyperplasia of tissue normal to 
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the region and no overgrowth of abnormal embryonic 
elements. 

Trauma, however, is mentioned in the great ma- 
jority of case histories. Moreover, the site of the 
lesion is usually at a point most easily injured, e.g., 
near the greater tuberosity of the humerus, at the 
lower end of the radius, at either end of the tibia, and 
at the great trochanter in the femur. The sequence 
in the pathological process may be as follows: trau- 
ma, hemorrhage into the cortex, extension of blood 
into the cancellous bone, and invasion by giant cells 
(which are normally present near the epiphysis) into 
the channel produced by the hemorrhage, where 
they proliferate more than the fibrous tissue, thus 
producing a giant-cell tumor. If the lesion starts 
more toward the shaft where giant cells are not numer- 
ous, the fibrous growth may not completely fill in the 
space left by degeneration and a bone cyst results. 

At operation, an elevated, eburnated cortex may 
be found overlying a homogeneous area of soft, 
brownish tissue, or there may be an encapsulated 
cystic growth with fluid contents which can be 
shelled out easily from under a thin bony covering. 
Trabeculx seen in the roentgenogram are not found 
at operation, the trabecular appearance being due to 
inequalities in the thickness of the cortex. 

The authors report four cases in which a traumatic 
origin was suggested 

The first case was that of a boy seven years old 
who sustained a fracture through the neck of the 
humerus at the site of a giant-cell tumor. Union 
resulted in about three weeks. A year later, roentgen 
treatment was given for periosteal bulging. Four 
years later the lesion appeared to be healed. 

The second case was that of a boy seven years old 
who developed a painful growth near the shoulder 
two months after a fracture of the upper end of the 
humerus. The roentgen diagnosis was osteitis fibrosa 
cystica. At operation, fibroblastic tissue with giant 
cells in several areas was found. Complete recovery 
with bony union resulted. There has been no recur- 
rence in five years. 

The third case was that of a boy of eight years who 
developed weakness and swelling near the shoulder 
about a week after striking the shoulder in a fall. 
The roentgen diagnosis was giant-cell tumor. Irra- 
diation at intervals for eighteen months was followed 
by operation. An encapsulated cyst containing 
bloody fluid was removed intact. Cultures from the 
cyst contents showed no growth. 

In the fourth case, that of a woman thirty years of 
age, an area of rarefaction appeared in the lower end 
of the tibia following trauma and pain in this region 
persisted from the time of the injury until operation 
six months later. Soft, brown, granular material was 
evacuated from beneath an eburnated cortex. The 
pathological diagnosis was osteitis fibrosa cystica. 
About two months after the operation the roentgen- 
ogram was negative and the patient was free from 
symptoms. 

In the discussion of this report, DouGLas said that 
the weakest theory of the cause of these bone changes 
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is the theory of infection. He believes that trauma 
may be a cause in some cases, but in others it merely 
calls attention to a lesion already present. He stated 
that the differential diagnosis from malignant growth 
may be difficult, but trabeculation seen in the rvent- 
genogram is very good evidence against malignancy, 
WitiaM A. Crark, M.}). 


Sosman, M. C.: Xanthomatosis (Schueller’s }is- 
ease; Christian’s Syndrome); Report of Three 
Cases Treated with the Roentgen Rays. |), 
J. Roentgenol., 1930, xxiii, 581. 

Under the term ‘“xanthomatosis,’”’ Rowland in- 
cluded several diseases characterized by faulty lijwid 
metabolism, among which are the syndrome of * dle- 
fects in the membranous bones, diabetes insip/ jus, 
and exophthalmos,”’ Gaucher’s disease, Pick-Nie 
mann disease (lipoid histiocytosis), xanthoma, x:n- 
thomyeloma, and xanthelasma. Rowland belic ves 
that these processes start with a disturbance of lijoid 
metabolism, which allows the accumulation of excess 
lipoids in the body, the excess being stored in the 
phagocytic cells of the reticulo-endothelial system. 
A hypercholesterolemia or a traumatized or sup- 
purating area is essential. A characteristic hist«/og- 
ical finding is the histiocyte filled with lipoid, the 
so-called ‘‘foam cell.’’ In the inactive stages a re- 
placement fibrosis may prevent the discovery of fuam 
cells, only giant cells and fibroblasts remaining. 
Probably many of the various lesions describe: as 
“myeloid sarcoma,” “myeloid endothelioma,” * :y- 
eloxanthoma,” “‘giant-cell tumor,” and “giant-cell 
sarcoma”’ are lesions of this disease in various staves. 

This article deals with three cases which the aut hor 
believes presented the syndrome described by 
Schueler as “peculiar skull defects in youth” and 
“dysostosis hypophysaria,” and by Christian as *de- 
fects in membranous bones, diabetes insipidus, «1d 
exophthalmos.” 

The condition is first suggested to the roentgeno!o- 
gist by peculiar, irregular defects in the bones, usu- 
ally those of the skull, but sometimes the pe!vic 
bones, the ribs, the vertebrx, or the long bones. 
Other characteristics, particularly in children, «re 
gingivitis with loosening of the teeth, jaundice trum 
involvement of the Kupfier cells of the liver, retarda- 
tion of growth, and malnutrition. The diabetes in- 
sipidus results from cholesterol deposits in the boiies 
near the pituitary gland, and the exophthalmos irom 
destruction of the roof of the orbit by a similar 
process. 

The most frequent findings in the reported cases 
were defects in the bones of the skull. Howe \er, 
these may be absent, as in Niemann-Pick ‘is- 
ease. They involve the inner more than the outer 
table of the skull and present distinct, clean-cut, ut 
irregular outlines. They may suggest metastases or 
syphilis. There is no tumor corresponding to ‘he 
defect, but a soft swelling may be palpable. 

The treatment is still largely theoretical. Sponta- 
neous remissions have been known to occur. A <iet 
low in fat, desiccated thyroid or anterior pituitury 
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gland given by mouth or injection, insulin with a 
high caloric diet, and ultraviolet irradiation of the 
patient and his food have been tried with more or 
less success. 

The main purpose of this article is to discuss 
another method of treatment, namely, roentgen irra- 
diation of the lesions. In three cases reported by the 
author which were treated with the roentgen ray the 
skull defects were healed, at least temporarily, and 
the general condition was improved. In two of these 
cases other methods of treatment had proved un- 
satisfactory. 

The prognosis is much better than in neoplastic 
disease. Roentgen treatment seems to be of value 
especially in the cases of children. 

CuEsTER C. Guy, M.D. 


Copeland, M. M., and Geschickter, C. F.: The Na- 
ture of Ewing’s Tumor. Arch. Surg., 1930, xx, 
421. 

This article is based on 60 Ewing’s endothelial 
myelomata which were found among 400 malignant 
tumors of bone studied in the Surgical Pathological 
Laboratory of Johns Hopkins Hospital, Baltimore. 
Ninety-five per cent of the tumors occurred in the 
first 2 decades of life. The ratio of males to females 
was 2:1. The long bones, which are most subject to 
trauma, were involved most frequently. The aver- 
age length of time between the injury and the onset 
of symptoms was five and a half months. The chief 
symptom was pain. In the early stages the pain was 
sometimes intermittent, but later it became constant 
and especially severe at night. In 90 per cent of the 
cases a mass could be palpated. Vasomotor changes 
gave the skin a red or bluish tint. 

Of the malignant tumors of bone, Ewing’s sarcoma 

causes pathological fracture less frequently than the 
others. The average temperature in cases of Ewing’s 
sarcoma is 100 degrees F. The leucocytosis asso- 
ciated with this neoplasm suggests osteomyelitis. 
The roentgenogram shows that Ewing’s sarcoma is 
often diffuse and located near the middle of a long 
bone. It causes expansion of the shaft with widening 
and increased density of the cortex and mottling of 
the marrow cavity. New bone formation and bone 
destruction are secondary to infiltration of bone by 
the tumor. In the early stages, bone production pre- 
dominates, but later there is both medullary and 
cortical destruction. 
_ On macroscopic examination, the widened cortex 
is found to be made up of subperiosteal and endos- 
teal new bone formation. In its early stages the tu- 
mor appears to infiltrate rather than to destroy bone. 
rhe subperiosteal reaction of new bone formation 
occurs both parallel with, and at right angles to, the 
cortex. The parallel deposits appear to be a bony 
proliferation from the subperiosteum and cortex, 
giving an ‘‘onion-peel-like”’ formation. 

Microscopic examination shows the cells in com- 
pact areas to be small and polyhedral. There is little 
pleomorphism. Multinucleated cells of tumor origin 
have not been noted. 


335 


Of 52 patients treated for Ewing’s sarcoma who 
have been followed up, 43 are dead and 8 are living 
and apparently well after an average period of seven 
and two-thirds years since the initial symptoms. 
The results of the different types of treatment were 
as follows: 

Amputation or resection with irradiation: The 
average length of life after the operation was twenty- 
nine and two-tenths months. Three patients are 
well after an average of five years and seven months. 

Amputation or resection without irradiation: The 
average duration of life was more than twenty 
months. Four patients are well after six years. 

Irradiation alone or with exploratory operation: 
The average duration of life was twenty-seven 
months. One patient is well after fifty-three months. 

ELVEN J. BERKHEISER, M.D. 


Conte, E.: Articular Chondromatosis (La condro- 
matosi articolare). Radiol. med., 1930, xvii, 237. 

Conte reports three cases of articular chondro- 
matosis with involvement, respectively, of the hip, 
knee, and elbow. He states that the cartilage bodies 
in this disease are probably due to the development 
of aberrant rests of cartilaginous tissue. The most 
frequent site of the bodies is at the point where the 
synovia joins the bone. Aberrant mesenchymal 
rests are most apt tc be found at the point of transi- 
tion from one kind of tissue to another. It is not 
known what causes them to begin to develop. A his- 
tory of trauma has been given in about 50 per cent 
of the cases, but a relationship between trauma and 
chondromatosis has not been definitely proved. Ina 
case reported by Rehn, free bodies in the joint were 
demonstrated on roentgen examination three days 
after an injury; accordingly, they must have been 
present before the trauma was sustained. Some- 
times there are only small nodules of cartilage in the 
synovia; sometimes extensive cartilaginous plaques; 
and sometimes cauliflower vegetations. In some 
cases free joint bodies develop later. The joint most 
often affected is the knee. 

The symptoms of articular chondromatosis vary. 
The beginning of the condition is gradual. The 
patient experiences slight pain and difficulty in using 
the joint, but is able to work. The difficulty in- 
creases when free joint bodies form or the synovia 
becomes thickened. In the most advanced stage 
there is complete or almost complete ankylosis in a 
position of flexion or extension, whichever is the 
least painful. Sometimes an initial period of pain 
and limitation of movement is followed by a period 
of adaptation in which there is a decided contrast 
between the marked objective findings and the 
degree of functional usefulness of the joint. The 
severity of the pain depends on whether nerve 
trunks are compressed by the cartilaginous vegeta- 
tions. The only sign noted on inspection is atrophy 
of the muscles. In advanced cases, the joint masses 
can be felt on palpation. Palpation in the early 
stages reveals slight crepitation. A definite diagnosis 
can be made by roentgen examination after a certain 
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degree of ossification and calcification of the cartilag- 
inous structures has been reached. 

Moulonguet and others say that chondromatosis 
cannot be differentiated from arthritis deformans, 
but the author holds that this differentiation is 
possible. He has found that the appearance of the 
synovia and joint heads differs distinctly in the two 
diseases. In chondromatosis, the joint cartilages are 
intact, whereas in arthritis deformans they are 
thinned, deformed, and surrounded by marginal 
exostoses. The presence of small osteophytes in the 
synovial recesses in chondromatosis is explained 
by a complicating arthritis. The bones are changed 
in arthritis deformans, but not in chondromatosis. 
In chondromatosis, the removal of the free bodies or 
vegetations is almost always followed by cure, but 
in arthritis deformans the process continues to de- 
velop. Conte believes that the clinical, roentgen, 
and pathological findings all show that chondro- 
matosis is an independent disease. 

AupREY G. Morcan, M.D. 


Mason, “i. L.: Rupture of Tendons of the Hand; 
with « Study of the Extensor Tendon Insertions 
in the Fingers. Surg., Gynec. & Obst., 1930, 1, 611. 

Subcutaneous rupture of tendons of the hand is of 
infrequent occurrence because of the great tensile 
strength of tendon tissue. The extensor tendons 
may break at their point of insertion into the distal 
phalanx as the result of injuries such as are often 
sustained on the baseball field. The rupture follows 
a sudden blow on the tip of the extended finger. A 
typical drop finger tip results. This may be treated 
by splinting in hyperextension for from four to six 
weeks or preferably by operation. 

The same type of trauma may lead to a tear of 
the extensor insertion into the base of the middle 
phalanx of the finger. Because of the attachments 
of the lumbrical and interosseus muscles into the 
tendon at this point, the lateral divisions of the ten- 
dons are pulled volarward, this leading to a typical 
finger deformity in which the terminal interpha- 
langeal joint is held in extension because of tension 
of the lumbrical-interossei tendons while the proxi- 
mal interphalangeal joint is held flexed. To re-estab- 
lish function, it is necessary to re-attach the tendon 
to the middle phalanx and suture the lateral slips to 
the central slip. 

The tendon of the extensor pollicis longus ruptures 
occasionally at the point at which it passes distally 
from under the dorsal carpal ligament. The rupture 
follows weakening of the tendon due to constant 
rubbing against the ligament, such as may occur in 
certain occupations (e.g., that of the drummer). It 
may also follow Colles fracture, in which case it is 
probable that the original injury led to an aseptic 
necrosis of the tendon. 

The dorsal and volar tendons may be involved in 
disease processes which lead to so-called spontaneous 
rupture. Of the numerous disease conditions which 
may affect the tendons, tuberculosis appears to be 
the only frequent one which may lead to rupture. 


Nearly 50 per cent of cases of tuberculosis of the 
tendon sheaths show involvement of the tendon with 
actual or impending rupture. The involved tendon 
tissue must be removed and may be replaced by a 
tendon graft. In the taking of the graft it is im 
portant to remove sufficient paratenon with it to 
insure its viability. 

The flexor tendons rarely rupture except in such 
conditions as tuberculous tenosynovitis. Two trau- 
matic ruptures are recorded. In one case, the ‘!exor 
digitorum profundus of the middle finger rupiured 
following a blow from a swift baseball. In the «other, 
the flexor pollicis longus was ruptured when the pa- 
tient was putting on his overshoes. Operative repair 
of this injury may entail the use of a tendon graft, 
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Harbin, M., and Moritz, A. R.: Autogenous Free 
Cartilage Transplanted into Joints: An Experi- 
mental Study. Arch. Surg., 1930, xx, 885. 


This report is based on thirteen experiments in 
which two pieces of joint cartilage were remuoved 
from one knee of a dog and inserted into the jvint 
space of the other knee. One piece of cartilage was 
encapsulated in collodion while another was inserted 
unencapsulated. The capsule permitted diffusion of 
inorganic salts in solution, but not the diffusion of 
protein. 

In most instances the transplant was left in for 
about a month, but in one case the time was a little 
over six months. In the latter, no trace of the trans- 
plant could be found when the joint was opened. 

The transplants in the capsules did not proliferate 
or form connective tissue coverings as did the {ree 
pieces, although on microscopic examination their 
cells seemed to be living. In some cases the capsules 
were defective and the cartilage within them showed 
fibrous metaplasia of varying degree. 

The results on the whole seemed to indicate that 
free cartilage loose in a joint cavity will survive as 
long as a month, apparently deriving nourishment 
from the synovial fluid. This may explain how (int 
mice are produced and how they increase in size. 

WitiiaAM A, Crark, \.)) 


Dainelli, M.: Arthroplasty with Fixed Aponeurotic 
Strips (Artroplastica con lembi aponevrotici {)--:ti). 
Chir. d. organi di movimento, 1930, xiv, 555. 

In experiments on adult rabbits, the author per 
formed twenty-five arthroplasties with the intcr- 
position of fixed fascia lata. Strips of fascia obt: ined 
in such fashion that neither fat nor muscular | ssue 
remained adherent to them were washed for a =hort 
time in running water, then placed in ro per :ent 
formalin for five or six days, and then transferi/ to 
60 per cent alcohol. In fifteen instances the arti: ular 
cartilage was cut away and the subchondral !wne 
denuded with a knife before the arthroplasty. I» ten 
instances this was done with the galvanocautery «nd, 
in addition, some of the bone adjacent to the curtl- 
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lage was included in the destruction. After the oper- 
ation roentgenograms of the joints were taken at 
intervals throughout the experimental period. The 
animals were killed from time to time and the struc- 
ture of the joint studied histologically. 

It was found that the aponeurotic strip acted only 
as a mechanical means of preventing the bony sur- 
faces from coming into contact and healing. The 
fixed fascia was absorbed within from thirty to forty 
davs, but not before the articular head was covered 
over with fibrous tissue to such an extent that 
ankylosis was impossible. Repair of the articular 
heads was the result of cartilaginous metaplasia 
permitting almost perfect restoration of structure 
and function. AnTHONY R. CaMERO, M.D. 


Frazier, C. H.: Spasmodic Torticollis; Interruption 
of the Afferent System Alone in the Treatment. 
Ann. Surg., 1930, xci, 848. 

According to Foerster, the most common causes 
of spasmodic torticollis are lesions of the globus 
pallidus and corpus striatum. Interruption of the 
extrapyramidal corticofugal pathways, which pass 
through the globus pallidus to the muscles, leads to 
the “pallidum syndrome” with its characteristic 
disturbances of motility, including a rigid torticollis. 
Torticollis of striatal origin is characterized by a 
slow and irregular intermittent cramp of the head 
rotators. The corpus striatum serves as an inhibitory 
apparatus of the thalamopallidary reflex arch. For 
the development of spasmodic torticollis of any type 
a pre-existing deficiency of this inhibitory mecha- 
nism is necessary. 

Following Sherrington’s studies on decerebrate 
rigidity, McKenzie, in 1924, suggested that muscle 
spasm in torticollis might be relieved by section of 
the posterior roots. 

If it is true that plasticity or muscle tonus is under 
the control of the dorsal roots and that the corpus 
striatum serves normally as an inhibitory apparatus, 
an operative procedure may be formulated upon a 
physiological basis. 

An operation was suggested by Keen in 1890, by 
Foerster in 1918, by Finney in 1921, by McKenzie 
in 1924, by Sicard in 1927, and by Foerster in 1928. 
Operative treatment requires an understanding of 
the muscles involved and their nerve supply. The 
sternocleidomastoid, the upper portion of the trape- 
zius, the splenius capitis and cervicis, and the rectus 
capitis posticus major and minor are all concerned 
and are variously supplied by the first four cervical 
and the spinal accessory nerves. The involvement 
may be bilateral. 

Because of the great technical difficulties of the 
extravertebral resection, an intradural operation is 
recommended by Frazier. In this procedure, the 
usual occipital approach is made, the posterior rim 
of the foramen magnum is rongeured away, and the 
spine and lamin of the three upper cervical verte- 
bre are removed. The dura is then opened and the 
roots are exposed. The first three posterior roots on 
one or both sides and the spinal accessory nerve are 


crushed or divided. Such an operation gives relief 
and is devoid of risk. 

In the discussion of this report, SrookEy traced 
the history of spasmodic torticollis and stated that 
the greatest advance in its treatment was made by 
Keen in 1890. He emphasized that two major types 
of the condition must be differentiated—that pro- 
duced by changes in the muscles or vertebrae and 
that brought about by a lesion of the neural mecha- 
nism. Surgical procedures also are of two types— 
those designed to treat the local condition by ten- 
otomy or myotomy, and those intended to interrupt 
the neural impulses. Stookey believes that insofar 
as the cervical nerves are concerned, the attempt to 
destroy the neural arc by sectioning the afferent 
system alone is a decided advance in the treatment. 

FRANK B. Berry, M.D. 


Dunn, N.: Reconstructive Surgery in Paralytic 
Deformities of the Leg. J. Bone & Joint Surg., 
1930, Xii, 290. 

In deformity following infantile paralysis, power 
is deficient in one or more muscles or groups of 
muscles, there is usually a contracture of the 
stronger muscle groups, the deformity is generally 
aggravated by persistent posture and by weight- 
bearing, and recovery of the overstretched muscles 
depends upon appropriate treatment in a relaxed 
position for a prolonged period. The methods of 
treatment include gradual correction, forcible cor- 
rection after the division of tight structures, and 
bone operations supplemented, in some cases, by 
tendon transplantation or tenodesis. 

Dunn emphasizes that division or elongation of a 
tendon or muscle to correct deformity in infantile 
paralysis should not be attempted unless it is certain 
that correction of the deformity will improve func- 
tion, that division or elongation of tendons is neces- 
sary to correct the deformity, and that the power of 
the shortened muscle or tendon cannot be utilized 
by tendon transplantation at the time of operation. 

For cases of deformity of the hip or knee, Dunn 
urges the gradual correction recommended by Hunt. 
He states that operation is seldom necessary to 
correct flexion contracture of the hip in infantile 
paralysis. He performs tenotomy of the fascia as a 
preliminary to gradual correction only in very severe 
cases of long standing. The principles of the Hunt 
method for deformity of the hip are: 

1. Correction of lordosis by flexion of both hips 
while the spine and one flexed hip are immobilized 
in plaster of Paris. 

2. Fixation of the free limb in a Thomas knee 
splint, which is gradually lowered as the tight 
structures yield to extension and gravity. 

3. Incorporation of the limb in which the de- 
formity has been corrected in plaster with the spine 
and gradual extension of the other limb. 

The same general principles apply to deformity of 
the knee and foot. In rare instances, lengthening of 
the tendon of Achilles is advisable, but in cases of 
quadriceps insufficiency a slight equinus is of value. 
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For simple cavus deformity of the foot in children 
and young adolescents, Dunn advises forcible cor- 
rection. After division of tight structures near their 
attachment to the os calcis he uses the Thomas 
wrench to obtain the necessary leverage. 

In some cases of paralytic deformity of the leg 
arthrodesis of the hip or knee may be desirable to 
increase stability or reduce splintage. 

For cases of deformity of the foot in which rea- 
sonable function without an increase in the de- 
formity cannot be obtained by simpler methods, 
Dunn recommends arthrodesis of the midtarsal or 
subastragaloid joint or of both by his own technique. 
He emphasizes that care must be taken to immobilize 
the tarsus in the proper position to insure weight- 
bearing on the posterior aspect of the os calcis and 
the first and fifth metatarsal heads. 

In simple varus deformity, removal of bone and 
division of ligaments should be such as to allow easy 
correction of adduction at the midtarsus and varus 
of the heel. 

For simple valgus deformity, Dunn advises divi- 
sion of ligaments and free dislocation of the foot 
inward at the midtarsal and subastragaloid joints 
before the removal of bone. Special care must be 
taken to center the os calcis under the astragalus and 
to assure weight-bearing on the first as well as the 
fifth metatarsal head. 

In simple cavus deformity, midtarsal arthrodesis 
is usually sufficient, provided there is normal control 
of the astragalus and os calcis. 

In equinus deformity, the tendon of Achilles 
should be lengthened if necessary. 

In calcaneocavus, the complete Dunn operation 
with tendon transplantation, with or without 
tenodesis, gives good results. In the fixation of the 
foot care must be taken to assure weight-bearing 
on the first and fifth metatarsal heads. 

The success of tendon transplantation depends 
upon whether the transposed tendon will perform 
its new function naturally or can be easily educated 
to perform it, and upon the degree of tension with 
which the new tendon is sutured. The author be- 
lieves that in tendon transplantation in the lower 
extremities a tendon or part of a tendon should be 
used only to replace one of its own group. He there- 
fore advises against transplantation of the biceps 
into the patella in quadriceps paralysis. Instead, 
he recommends the use of the sartorius or the tensor 
fascie femoris. For the foot, he strongly urges 
physiological transplantation. 

Dunn considers tenodesis of definite value. In 
cases of calcaneocavus with impairment of the 
function of the calf muscles he often uses a por- 
tion of the tendon of Achilles to maintain the posi- 
tion of slight equinus. Rupotps S. Rercu, M.D. 


Bailey, H.: Diaphysectomy and Primary Suture 
for Acute Osteomyelitis of the Fibula. Brit. J. 
Surg., 1930, xvii, 641. 

Bailey reports four cases of acute osteomyelitis of 
the fibula in children from six to twelve years of age. 


Rapid recovery followed early diaphysectomy. In 
the first case a piece of the upper end of the diaphysis 
was left and six months later was remove: as a 
sequestrum. In the three later cases, complete sub- 
periosteal removal followed by swabbing with tlavine 
and closure of the wound with a drain led to he uling 
in three weeks. The children were able to wa! be- 
fore the fibula regenerated, and no disability res. |ted, 
WALTER P. BLount, \!.D. 


Campbell, W. C.: Bone-Block Operation for Drop. 
Foot; Analysis of End-Results. J. Bone © Joi; 
Surg., 1930, xii, 317 

The author’s ice tlle operation for dro}: foot, 
which was reported in 1923, has been emplo) ed in 
300 cases. Alone or combined with other operitions, 
it is used in numerous foot deformities. It is never 
performed on children under eight years of ay 

About % in. of the posterior extremity «! the 
astragalus is removed. The subastragalar j: int is 
denuded of cartilage, and a cavity is made in | jie os 
calcis on a line with the posterior articular sur! .ce of 
the tibia. Spongy bone is obtained from any con- 
venient source, usually from the forefoot during pre- 
liminary stabilization. A large piece of this |) ne is 
placed in the cavity of the os calcis and other jyieces 
are packed in a pyramid about it so that the resulting 
mass impinges on the inferior and posterior «<)ects 
of the tibia. The foot is then placed in a plaste: cast 
at an angle of 90 degrees with the leg, as when this 
position is employed plantar flexion of about 10 de- 
grees is secured later. The cast is left on for cight 
weeks. After removal of the cast, a brace is used for 
six months to prevent plantar flexion until there is 
complete organization of the transplanted bo: 

The end-results of the operation in 225 cases have 
been carefully studied. They were found to be essen- 
tially the same in children and adults. The clinical 
end-results and those demonstrated by the roentgen- 
ogram usually coincided, though not always. Ab- 
sorption of the graft occurred in only 1 case. }slock- 
ing was efficient when impingement was intra-articu- 
lar and extra-articular, but was good also when the 
block struck either the posterior portion of the tibia 
or the articular surface alone. 

Of the 225 cases, an efficient bone block wis ob- 
tained in 211. Pain in the heel occurred in 4 cases 
and late fracture of the graft in 1 case. On roeitgen- 
ographic examination in 143 cases a well-dev« oped 
osseous process was found in 133. Osteo-arthr ‘is of 
the ankle joint was never observed followin: the 
operation. Watter P. Biount, \! |). 


FRACTURES AND DISLOCATIONS 
Hinton, J. W.: Occupational Therapy in the | reat- 


ment of Fracture of the Joint. Arch. 
1930, XX, 851. 


Occupational therapy rather than physiot! 
was used in the treatment of 612 joint fra: 
Light work was begun early. The methods us 
shown in illustrations. The results were bette 
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those obtained in similar cases in which massage 
was employed in addition. Massage was thought 
to be a factor in the production of myositis ossificans 
in children and perhaps also in adults. 


Watter P. Brount, M.D. 


Cattaneo, F.: Surgical Operation for Vicious Con- 
solidation of Fractures (Interventi chirurgici in 
esiti di viziose consolidazioni difratture). Clin. chir., 

)30, Vi, 131. 
lhe author reports twenty-eight cases of opera- 
tion for vicious consolidation of fractures. The cases 
are grouped according to the region in which the 
fracture occurred, and the report of each group is 
preceded by a discussion of the clinical features and 
operative treatment of fractures in that region. 

Cattaneo emphasizes the danger of metal osteosyn- 

thesis. He uses it only when it is absolutely neces- 

sary and then employs only material that can be re- 

moved easily. Aubrey G. Morcan, M.D. 


Harbaugh, R. W., and Haggard, R. E.: Fractures 
of the Spine With and Without Operation— 
A Statistical Study. California & West. Med., 
1930, XXXll, 325. 

This report is based on fractures of the dorsal and 
lumbar vertebre occurring in workmen ranging in 
age from twenty-six to sixty-five years. The ma- 
jority were treated by leading orthopedic surgeons in 
California. The disability rating was made fifty and 
two-tenths months after the injury in the cases oper- 
ated upon and thirty and nine-tenths months after 
the injury in cases not operated upon. ‘The average 
disability in sixty-seven cases not operated upon 
Was 45.4 per cent, and the average disability in 
twenty-two similar cases which were operated upon, 
50.16 per cent. 

The authors emphasize that each case presents 
individual problems which determine whether oper- 
ative or conservative treatment is indicated. 

ELVEN J. BERKHEISER, M.D. 
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BLOOD VESSELS 


McWhorter, G. L.: Ligation of Both the Femoral 
Artery and Vein in Thrombo-Angiitis Obliter- 
ans. A Report of Three Cases. Surg. Clin. North 
Am., 1930, x, 283. 

The reports of Makins and others that the fre- 
quency of gangrene is decreased when the com- 
panion vein is ligated with the artery to an extremity 
following injury suggested to McWhorter that it 
might be advisable to ligate both the artery and the 
vein in thrombo-angiitis obliterans. Lewis and 
Reichert have suggested ligating the femoral artery 
below the profunda. 

Allen states that one out of seven cases of thrombo- 
angiitis obliterans may be suitable for lumbar 
ganglionectomy. This operation causes a vasomotor 
vasodilatation. The amount of dilatation which can 
be obtained was determined by Brown by giving 
typhoid vaccine intravenously. The resulting vaso- 
dilatation was found similar to that caused by 
sympathectomy. Other methods of treatment in- 
clude roentgen-ray irradiation, recumbency, the 
application of heat, the administration of Ringer’s 
solution by duodenal tube, the intravenous adminis- 
tration of salt solution, sodium citrate, and sodium 
iodide, the induction of hyperemia, and postural 
exercises. 

The three cases treated by the author by ligation 
of the femoral artery and vein were all those of 
middle-aged men. The chief complaints were pain, 
swelling, and local ulceration. Two of the patients 
were heavy smokers and had had one leg amputated. 
In all of the cases the ligation of the femoral artery 
and vein was followed by immediate improvement 
and relief of the pain. In one case healing was 
stimulated and the improvement has been main- 
tained for two years. In the two other cases amputa- 
tion was delayed. CLARENCE V. BATEMAN, M.D. 


De Takats, G.: Ambulatory Ligation of the Saphe- 
nous Vein. J. Am. M. Ass., 1930, xCiv, 1194. 


DeTakats made a study of the indications for, and 
the results of, ligation of the saphenous vein com- 
bined with the injection treatment of varicose veins. 
He states that the clear indication for ligation of the 
saphenous vein is presented in the Trendelenburg 
test when, after elevation of the limb and compres- 
sion of the saphenous vein, no filling of the varices 
occurs in the standing position, but a sudden dilata- 
tion results when the pressure is released. When 
ligation is done under such conditions the ligature 
should be placed below the last competent valve in 
order to prevent the formation of new varices. 
Ligation before injection of the vein reduces the 
pressure in the valveless vein, protects the resulting 


thrombus from recanalization, reduces the time re- 
quired for treatment, and obliterates longer venous 
segments. 

Ligation is done by the author in the oflice with 
the use of a local anesthetic. It is associated with 
little discomfort. The injection of the vein may be 
begun one week after the ligation. The solution 
most commonly injected is 30 per cent sodium chlo- 
ride and 50 per cent dextrose in quantities of 10 
c.cm. 

Economic advantages as well as reduction in the 
danger of embolism are cited in favor of this tieat- 
ment. In all cases in which the procedure was 
definitely indicated the patient was free from recur- 
rence for more than a year. 

' CLARENCE V. BATEMAN, M1). 


BLOOD; TRANSFUSION 


Ravdin, I. S., Riegel, C., and Morrison, J. L.: 
Coagulation of Blood. I. The Comparative 
Values of Calcium and Glucose as Agents for 
Decreasing the Clotting Time. Ann. s1¢,, 
1930, xci, 801. 

The authors report studies made on animals and 
in clinical cases regarding the value of calcium and 
glucose as agents for decreasing the clotting ‘ime 
of the blood, particularly in the presence of jauniice. 
They found that in various types of liver degencra- 
tion glucose given intravenously is more elle tive 
than any other substance used so far. In experi- 
ments on normal and jaundiced animals ionized 
calcium seldom had a favorable effect on the coagu- 
lation time whereas glucose given orally or intraven- 
ously lowered the coagulation time appreciably in 
the majority of instances. Glucose caused a reduction 
in the coagulation time also in patients with ob- 
structive jaundice if the liver damage was no! too 
great. In experiments on dogs, it had no cilect 
after hepatectomy, and it caused no increase in 
the blood fibrinogen whether jaundice was present 
or not. 

In the discussion, BANCROFT said that bleccers 
can be divided into two groups: those with de‘inite 
hemophilia and those with nutritional bleeding. 
On a high protein diet the latter become satisfactory 
operative risks. In dogs, the administrativ. ot 
glycocholate will shorten the bleeding time. In a 
study of thrombosis and embolism in experiments 
on dogs, Bancroft found that the injection o! an 
emulsion of fat was followed by a marked increase 
in the clotting factors. In clinical cases he has 
noted that glucose given in the concentrations \ hich 
are used for postoperative shock produces no change 
in the bleeding or clotting time. 

FRANK B. Berry, 0. 
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Tiber, A. M.: Observations on Blood Grouping and 
Blood Transfusion. Ann. Surg., 1930, xci, 481. 

The author uses the open macroscopic method of 
Vincent to determine the blood group of recipients 
and donors. He employs defibrinated instead of 
citrated blood because sodium citrate has a distinct 
inhibiting action on the agglutination of certain 
Group B cells. The sera used for testing are collect- 
from the bloods that have already been examined in 
the laboratory. 

Of 10,000 bloods examined, 45.6 per cent belonged 
to Group 0, 36.4 per cent to Group A, 13.5 per cent 
to Group B, and 4.5 per cent to Group AB. The 
material used for testing these bloods consisted of 
pooled specimens of Group A and B sera. The 
grouping of the red cells was entirely satisfactory in 
9,985 bloods. Fifteen bloods gave a questionable 
agglutination because they were either clotted or 
very anemic. When the sera of a small number 
were tested with known red cells, it was found that 
in 6 cases the typing did not check with the results 
obtained by typing of the red cells. In 5 cases, in 
which the donor and recipient were of the same 
group, agglutination occurred when the bloods were 
cross-matched. 

In 1,467 blood transfusions there were only 2 
deaths. One was due to an error in technique and 
the other to the use of a so-called universal donor. 
In 10,242 transfusions collected from the literature 
there were 22 deaths, 13 of which were due to the use 
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of blood of the wrong type, 1 to the primary disease, 

4 to heart failure, and 4 to an unknown cause. The 

death rate for blood transfusion is 0.39 per 1,000. 
Howarp A. McKnriont, M.D. 


RETICULO-ENDOTHELIAL SYSTEM 


Smith, H. P.: Studies on Vital Staining. III. The 
Simultaneous Ingestion of Two Dyestuffs by 
Phagocytes. The Question of ‘‘Blockade of the 
Reticulo-Endothelial System.”? J. Exper. M., 
1930, li, 395. 

When large amounts of brilliant vital red are in- 
jected into the blood stream of dogs, the dye is 
gradually removed from the circulation and most 
of it is taken up by numerous phagocytic cells 
scattered throughout various organs and tissues. 
The dye is found in these cells largely in the form 
of tiny red granules crowded in the cytoplasm. 

When Niagara sky blue, a closely related dye- 
stuff, is injected, it is taken up and stored in the same 
cells. The presence of red dye in the tissues does not 
prevent the cells from taking up the blue dye. 

The normal ability of the phagocytes to take up 
Niagara sky blue is observed even when this dye 
is injected simultaneously with brilliant vital red. 

These experiments therefore show that it is diffi- 
cult, if not impossible, to “‘block”’ the cells with one 
dye so that their ability to take up another is even 
slightly impaired. Howarp A. McKnicut, M.D. 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Haas, S. L.: Free Fascial Grafts—Their Union with 
Muscle. California & West. Med., 1930, xxxii, 387. 
In experiments and in clinical cases in which a 
secondary operation was performed, Haas found that 
muscle will unite with transplanted fascia. He states 
that the perimysium and endomysium of the muscle 
play the major réle in forming the union with the 
fibrous tissue element of the fascia, but that the 
transplanted fascia seems to engage actively in the 
process and there is some evidence that the muscle 
cells may undergo a fibrous transformation and 
share in the union. Joun H. Gartock, M.D. 


Palma, R.: The Use of Fresh Strips of Aponeu- 
rosis as Suture Material (Sull’impiego delle strisce 
di aponevrosi nello stato fresco come materiale di su- 
ture). Ann. ital. di chir., 1930, ix, 325. 


In experiments on rabbits the author made a 
histological study of the changes occurring in fresh 
strips of aponeurosis used as suture material. The 
examinations were made at intervals ranging from a 
few days to six months after the operation. His 
findings show that the aponeurosis remains alive, is 
not absorbed, does not become necrotic, and does not 
act as a foreign body. Antuony R. Camero, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Albee, F. H., and Patterson, M. B.: The Bacterio- 
phage in Surgery. Ann. Surg., 1930, xci, 855. 

The authors discuss the possibility of bacterio- 
phagic action in infected wounds treated by the 
Orr dressing method (saucerization of an infected 
wound, packing with vaseline gauze, and allowing 
the dressing to remain in place for weeks). 

They report three cases in which a native specific 
bacteriophage was present in the early course of the 
wound healing, but was not demonstrated later. 

They believe that the Orr dressing is most favor- 
able for the development of bacteriophages; that 
the virulence of a variety of types of infecting 
organisms is reduced in the presence of their respec- 
tive specific bacteriophage; and that the bacterio- 
phage is an additional factor promoting the healing 
of infected wounds. Joun H. Wootsey, M.D. 


Eley, R. C.: The Treatment of Erysipelas in In- 
fants: A Report of Thirty-Three Cases Treated 
with Antistreptococcus (Erysipelas) Serum. 
Am. J. Dis. Child., 1930, xxxix, 529. 


Eley calls attention to the extremely high death 
rate from erysipelas in infants, particularly those 


under one year of age, and the unsatisfactory re 
sults of various methods of treatment. He s) ates 
that experiments made on animals and in clinical 
cases since 1925 have shown that specific antitoxin 
is of great value in the control of the infection [le 
noted no untoward effects in the cases of in!ants 
when he gave an initial dose of 10 c.cm. of « con- 
centrated serum intramuscularly and repeat! it 
daily until the lesions disappeared. In more severe 
cases no ill effects were noted when the same initia! 
dose was given intravenously. Eley stresses t! 
portance of the early administration of the 
treatment. Its most noteworthy effects in the 
reviewed were disappearance of the toxicit) 
improvement in the general condition, which 
were apparent before any material change \ 
served in the lesions. CLARENCE V. BATEMAN, \ 


ANZSTHESIA 


Jones, W. H.: Percaine: A New Regional and Spinal 
Analgesic, with Special Reference to !ligh 
Thoracic Nerve Root Block and a New | ech- 
nique. Proc. Roy. Soc. Med., Lond., 1930, xxii 


Percaine is a hydrochloride of a-butylo. 
choninic acid di-ethylethylendiamide. It belo: 

a group of chemical combinations which for: 
were not known to possess analgesic propertic 
forms colorless crystals which are odorless «1 
tasteless. It masses at a temperature of go des 
C. and melts at 97 degrees C. It is readily solu! 
water and alcohol. Its solutions have a newt 
reaction. It does not belong to the same gro 
cocaine or novocain, being a derivative of qui! 
and therefore related to quinine. 

Jones describes its preparation and administration 
in detail and discusses its effects. He states tha 
the strongest drug of its kind ever produced 
will never fail to cause analgesia or muscular re! 
tion if it is applied to nerve trunks or roots. F: 
means faulty administration. SamurL Kaun, \ 


Balaam, E. M.: Avertin Rectal Anzsthesia: | 
rience Abroad and at Home. Med. J. Au 
1930, i, 519. 

The author reports his experience with aver! 
the clinic of Unger in Germany and in seve! 
cases in which he used this anesthetic in Aust 
He describes the proper preparation of the so! 
of avertin before it is administered. 

Avertin is a crystalline white powder whi 
readily decomposed by light, air, and a temper! 
above 42 degrees C. It is used for rectal inject! 
a 3 per cent solution in distilled water prepare 
temperature of 40 degrees C. When decompo: 
takes place, hydrobromic acid and dibroma:«' 
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dehvde are formed. Both of these substances pro- 
duce intestinal injury in small doses. Their presence 
may be detected by the Congo-red test. Two minims 
of 1:1,000 Congo red are mixed in 3.9 c.cm. of the 
solution prepared for injection. The color must 
remain Congo red; blue indicates decomposition. 

‘he author gave his patients 4% gr. of morphine 
hypodermically from three-quarters of an hour to 
one hour before the rectal administration of 0.13 to 
o.15 gm. of the anesthetic per kilo of body weight. 
Supplemental anesthesia was required in all but 
one of his seventeen cases. For this, a 1:5 mixture 
of chloroform and ether was used. No untoward 
circulatory or respiratory effects were noted in any 
of the cases although a fall in the blood pressure 
of 30 mm. resulted. Avertin anesthesia is free from 
pain, vomiting, and discomfort, and when the proper 
dosage is used is perfectly safe. 

MANUEL E. LicuTENsSTEIN, M.D. 


Bolliger, A., and Maddox, K.: Experimental 
Anesthesia with Tri-Brom-Ethyl-Alcohol 
(Avertin) and Sodium Iso-Amyl-Ethyl-Barbi- 
turate (Sodium Ampytal). Med. J. Australia, 
1930, 1, 510. 

In studies made on dogs, the authors found that 
0.47 gm. of avertin per kilo of body weight was 
necessary for anesthesia lasting about an hour. 
During this time the carbon-dioxide combining 
power of the blood was unchanged. Inorganic 
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phosphates decreased in concentration immediately 
after the establishment of the narcosis, but rose to a 
normal level in half an hour. The blood sugar 
showed a slight rise in the early stages, but returned 
to normal before the anesthesia was over. One dog 
died from a carefully measured dose of 0.5 gm. The 
death occurred forty minutes after the induction of 
the anesthesia. In this animal there was a pro- 
gressive rise in the inorganic phosphates as well asin 
the sugar level. In dogs with experimental nephritis, 
avertin produced no decided change in the carbon- 
dioxide combining power or glucose and phosphate 
levels. In a dog which was anesthetized for over 
five hours by repeated doses of avertin no micro- 
scopic or macroscopic changes were noted in the 
kidneys or liver. 

In another series of experiments on dogs sodium 
amytal was used in a dose of from 40 to 50 mgm. 
per kilo of body weight. A satisfactory non-toxic 
anesthesia was produced. The blood-sugar level 
showed a slight rise after the induction of the 
anesthesia. The carbon-dioxide combining power 
of the plasma remained constant throughout, while 
the blood phosphate sometimes showed a slight fall 
just after the narcosis began. In animals with 
experimental nephritis, the biological findings were 
practically normal as regards the carbon-dioxide 
combining power, blood sugar, and cholesterol, but 
the blood phosphates showed a slight elevation. 

MANUEL FE. LIcHTENSTEIN, M.D. 
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ROENTGENOLOGY 


Gwynne, F. J.: Malignant Disease: Its Problems 
from the Standpoint of the Consulting Radiol- 
ogist. Med. J. Australia, 1930, i, 600. 


The many extravagant claims made for deep 
irradiation therapy during the period of its intro- 
duction as a cure for cancer cannot be upheld. 
Statistical reviews of the end-results reveal many 
disappointments. Experience has shown that in 
most cases of early malignant disease deep irradia- 
tion cannot replace surgery. However, it has a 
potent influence on cell, tissue, and body metab- 
olism, and under as yet unknown conditions causes 
tumor regression. In advanced and recurrent lesions 
it is frequently the best treatment available. 

The author endeavors to correlate the clinical 
impressions of cancer diagnosis and treatment with 
experimental results and speculative theories. In a 
discussion of the alterations of normal and _ neo- 
plastic protoplasm subjected to irradiation the 
findings of research by physicists and cytologists 
into the nature of irradiation, the structure of liv- 
ing matter, and the interactions of irradiation and 
tissue are reviewed. Only broad considerations of 


the problems involved, based on the clinical aspects 
of the unselected material seen in a consulting radio- 


logical practice, are presented. 

In malignant disease of the oesophagus subjected 
to irradiation the treatment yielded temporary 
benefit in the majority of cases, but failed to alter 
the ultimate downward course. 

In malignant disease of the stomach, it had no 
effect on the course of the disease. When cachexia 
was pronounced, it was apt to hasten death. 

Malignant bowel growths were difficult to control 
with the present radiotherapeutic technique. 

In primary or secondary malignant disease of the 
liver and in neoplastic processes involving the gall 
bladder irradiation was of no avail. 

Inoperable mammary cancer subjected to irradia- 
tion was checked in its progress for variable periods 
in a number of instances, but was not cured. With 
beneficial treatment, the tumor became more mobile, 
softer, and smaller. Affected glands became discreet. 
Pain was relieved, ulceration lost its induration, and 
discharge became serous and lessened in amount. 
Occasionally the cancer became operable. Irradia- 
tion applied to recurrences was at best palliative. 

As regards prophylactic irradiation, the author 
believes that, with a carefully selected technique, 
postoperative irradiation has a place in cancer 
treatment, but its applicability is limited. The 
treatment of metastases with deep therapy is hope- 
less as regards cure, but in many cases there is a 
temporary regression of the lesions. When the 


growth begins again after improvement, fu: 
irradiation therapy is frequently of little or no avail, 


In the cases reviewed, carcinoma of the « 
uteri offered a favorable field for irradiation 
results being obtained in some cases of inoper 
and recurrent tumors as well as in cases of op: 
lesions. Epidermoid growths of the ulcerating 
fungating types were more radiosensitive tha: 
other varieties. To influence the local lesio 
possible pelvic extensions of the disease, a con 
tion of radium and deep therapy is the met] 
choice. In nearly all cases the irradiation \ 
some benefit. In a few, the cancer was clini 


cured during the period of observation. It wa. | 


rule for the primary growth and its pelvic exte 
to be controlled at least temporarily. 
organs, repeated applications were not so ben 
as the first treatment. 

In ovarian malignant disease the results 
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disappointing so far as cure was concerned, bu! | 


treatment caused clinical improvement an 
parently prolonged life. The results suggeste: 
when only partial surgical removal is possi! 
should be followed by full doses of irradiation 

In carcinoma of the prostate, temporary palli.: 
of symptoms was produced in a few instances. 

Of skin lesions, primary and recurrent basal- 
growths involving bone and cartilage were rel 
for varying periods. However, no cures were ¢: 
lished. Squamous-celled growths of the skin \ 
were inoperable or recurrent proved highly resis: 
to heavy doses of roentgen rays. Cervical ¢ 
metastases lost their fixity for a time, occasio1 
receded, but renewed growth in spite of treat 
was the invariable result. 

Lesions of the nose and paranasal sinuses 0 
cancerous type tended to resist heavy and rep: 
irradiation. The rapidly growing sarcomat 
growths receded more definitely. Swelling, pain, 
discharge were relieved by deep therapy. 

The majority of laryngeal lesions respo 


favorably to irradiation. Improvement resulted 


both the tumor and the glands, but the signs 
symptoms returned after from three to nine m: 
and further exposures were futile. 

Patients with bronchogenic carcinoma deriv: 
benefit from irradiation. In cases of secon 
growths in the lungs palliation occasionally resu! 

In operable epitheliomata of the lip, irradi: 
can compete successfully with surgery. When 
lesion is inoperable, irradiation is the treatme: 
choice. Prophylactic exposures are indicated « 
adjuvant to surgical measures. 
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The tongue lesions reviewed were of the hop: ie: 
primary and recurrent ulcerative epithelioma'»' 


type and were not influenced by deep therapy. 
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Lymphosarcoma of the tonsil responded readily 
to deep therapy, but carcinomatous lesions were 
resistant to it. 

i.pitheliomata of the floor of the mouth reacted 
variously. Some cases showed improvement, where- 
as others exhibited no response. 

Epitheliomata in the hard and soft palates did 
not respond to deep therapy. Surface applications 
of radium produced improvement for variable 
periods. With a more vigorous use of radium, the 
treatment of intra-oral new growths has been more 
suck essful. 

In the author’s experience, deep therapy has not 
been of much use in the treatment of glandular 
metastases. Lesions of the salivary glands, mainly 
mixed tumors of the parotid, showed a very favor- 
able immediate response, but disappointing end- 
results. Lymphosarcomata of the lymph glands 
showed a spectacular regression after the first 
treatment, but recurred eventually and although 
the recurrences were influenced satisfactorily for a 
time by further exposures, they ultimately failed to 
react. In carcinoma of the thyroid gland, the re- 
sponse to deep therapy was unsatisfactory. 

Osteogenic sarcoma occasionally reacted favor- 
ably to irradiation, but experience indicates that 
amputation is the preferable treatment for this 
condition. In cases of giant-celled tumor, irradiation 
has often proved of decided value and should be 
tried before surgery is attempted. Ewing’s tumor 
showed a definite early response to deep therapy. 
Fibrosarcomata vary in radiosensitivity. As a group 
they are radioresistant and are better treated by 
amputation. Deep therapy of metastatic bone 
lesions did not alter the course of the disease in any 
case, but usually relieved the pain. 

Isolated instances of other malignant conditions 
of a primarily inoperable nature or recurrences 
treated by deep therapy are cited. Most of these 
showed no improvement from the treatment. 

The methods of applying therapeutic irradiation 
vary widely, but it is generally agreed that the total 
dose delivered to the tumor must be from 100 to 150 
per cent of the erythema skin dose without over- 
dosage of the healthy tissues. This may be delivered 
in a single application, but the majority of irradia- 
tion treatments are now given in smaller doses at 
intervals. Some radiologists are convinced that better 
results may be obtained by the so-called saturation 
method, i.e., maintenance of a full dose for a period 
of about two weeks by giving additional doses to 
make up the loss in effect during any given period. 

The radiosensitivity of normal and _ neoplastic 
tissues is subject to wide variations, and the effects 
of irradiation depend largely upon the technique of 
application of the rays. The author describes in 
considerable detail the changes noted after irradia- 
tion with varying dosages in the skin and its 
appendages, salivary glands, ovaries and testes, 
spleen, liver, nervous system, osseous system, blood 
and lymph vessels, lymphatic system, thymus, 
lungs and pleura, heart, blood, and enzyme activity. 
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The variation of tumor radiosensitivity depends 
in part upon the following factors: (1) cell morphol- 
ogy and tumor vascularity; (2) the phase of the life 
cycle of the cell; (3) the chemical composition of the 
cell; (4) the general health of the host; and (5) the 
local conditions in and around tumor. All of these 
factors are discussed at length. The readiness with 
which a tumor is influenced by irradiation is no 
criterion of its curability by this form of treatment. 
When a favorable response is obtained, the further 
growth of the tumor is checked and the malignant 
cells degenerate and are replaced by a healthy 
cicatrix. A detailed account of the minute changes 
which have been observed in human carcinomata is 
given. Many of the effects observed in practical 
irradiation therapy are caused by the change in the 
blood supply resulting from the endarteritis oblit- 
erans produced by the irradiation. When the prog- 
ress of the growth becomes re-established, it is the 
rule, with very few exceptions, for even heroic doses 
of irradiation to be unsuccessful in securing further 
benefit. The author’s experience does not include 
an instance in which stimulation of the growth 
followed as a result of the irradiation. 

Irradiation intoxication is discussed as regards its 
manifestations and the various hypotheses advanced 
as to its cause. Gwynne finds none of the theories 
wholly satisfactory as they all fail to cover all of 
the conditions and circumstances of the disorder. 

The physics of radiant energy is given considera- 
tion in relation to the biological action. Most of ovr 
knowledge pertaining thereto is rather speculative. 
Only the absorbed irradiation produces biological 
effects, and while the approximate amounts of rays 
reaching different parts of the tissues irradiated may 
be estimated, accurate measurements in terms of 
biological effects are not available at present. 
Dosage deals with the quality and quantity of 
irradiation used. These factors may be determined 
by various methods. Some of the methods are 
described in detail. However, there is no satisfactory, 
practical, direct way of measuring irradiation energy. 
The methods in use require a transformation of the 
primary energy and register the magnitude of some 
secondary effect. The author points out some of the 
errors inherent in the different measuring devices 
and methods commonly employed. In the present 
state of our knowledge an ideal statement of X-ray 
dosage includes the number of R units, the shape, 
size, number, and order of the ports of entry, the 
quality of the irradiation, and the time of exposure. 
It is more correct to specify the depth dose in similar 
terms than as a percentage of the surface dose. 

A considerable portion of the article is devoted to 
general considerations of the cancer cell, cancer 
genesis, the phenomena of its development, and 
cancer immunity. Generally accepted clinical and 
experimental data are critically reviewed. The 
various theories advanced to explain how thera 
peutic irradiation produces tumor regression are 
cited, and the opinion is expressed that some of its 
results are secured by helping the body to increase 
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the defense powers that it sets in motion itself 
against the neoplastic onslaught. 

In conclusion, the author cites diverse facts 
gathered from clinical and experimental sources, 
some of them of a conflicting nature, which tend to 
show that our knowledge of irradiation therapy as 
applied to malignant disease is far from being on a 
scientific basis. Clinically, irradiation may cause 
tumor regression and therefore is a potential contro] 
for cancer growth. It has value as an adjuvant to 
other methods of treatment and sometimes is the 
method of choice. Certain biological problems re- 
quire solution if the application of irradiation 
therapy is to be increased. The laboratory will be 
of help in determining: 
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1. Whether there is a wave length or combinati 
of wave lengths capable of selecting some resona‘:; 
in, and peculiar to, cancer cells and so affecting the: 
in some phase of their life cycle that further grow} 
is rendered impossible. 

2. The most sensitive period or periods in . 
life in which irradiation should be repeated with : 
object of producing tumor regression. 

3. The value of adjuvants directed toward 
creasing the radiosensitivity of tumors. 

4. Facts related to the colloidal chemistr, 
cancer cells which might reveal the mechanism ot . 
sorption governing the selection by the cell of ..i- 
sons which will destroy its growth. 

ApoLpeH HArTUNG, M.! 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Bullock, F. D., and Curtis, M. R.: Spontaneous 
Tumors of the Rat. J. Cancer Research, 1930, 
lV, f. 

A rat colony established ten years ago primarily 
to determine whether sarcoma of the liver could be 
produc ed experimentally in rats through the agency 
of cvsticercus fasciolaris, the larve of tenia crassi- 
collis, has yielded more than 2,400 rats with one or 
more cysticercus tumors of the liver and 489 rats 
with 521 neoplasms of independent origin. Of the 
521 primary spontaneous tumors, 309 were malig- 
nant. 

Sarcoma was by far the most common form of 
malignant growth. Excluding the thymic neoplasms, 
it accounted for 227 of the tumors, of which 75 
were subcutaneous or superficial, and 152 were deep. 
The superficial sarcomata showed a wide anatomical 
distribution, the parts of the body in which they 
occurred including the ear, leg, and tail. They were 
of several different histological types, but the mixed 
small-cell cystic sarcomata predominated. Of the 
deep sarcomata, 94 were polymorphous or round- 
cell lymphosarcomata. Seventy-eight of these arose 
in the mesenteric lymph nodes,and many of them 
were associated with ulcerative lesions of the cecum. 

The malignant epithelial tumors comprised 63 
carcinomata, 35 of which were of the squamous-cell 
type. The latter involved the skin in 24 rats, the 
uterus in 10 rats, and the lung in 1 rat. 

In most of the benign fibro-epithelial tumors of 
the breast there was a tendency toward fibrous 
tissue over-growth at the expense of the parenchyma, 
resulting in tumors containing a preponderance of 
stroma. 

The thymus gland showed a tumor incidence al- 
most as high as that of the breast. It gave rise to 
74 tumors, 68 of which were benign growths probably 
related genetically to the infectious granulomata. 
These benign thymus tumors were confined to a 
single strain of rats and occurred in organs which 
were in the late stage of involution. 

The other benign tumors were 26 fibromata, 6 
lipomata or fibrolipomata, 4 uterine myomata, 3 
papillomata, 2 odontomata, 1 osteoma, 1 ganglio- 
neuroma of the optic nerve, 1 lymphangioma, 1 
hepatoma, 1 testicular tumor (seminoma?), and 1 
papillary cyst. 

A specific difference between rat and human 
neoplasms was the comparatively frequent oc- 
currence of a malignant degeneration of the fibrous 
tissue elements in the benign fibrous and fibro- 
epithelial and the malignant epithelial tumors in the 
rat. This sarcomatous transformation was observed 
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in 13 carcinomata, adeno- 
fibromata. 

In addition to the malignant tumors enumerated, 
there were 13 mixed tumors or carcinomata and 6 
malignant tumors of the thymus gland. The latter 
included 3 neoplasms which were regarded as carci- 
nomata and 3 which showed the structure of lympho- 
sarcomata. 

Among the rarer malignant tumors there were a 
chondrorhabdomyosarcoma of the sternum, an 
osteochondrosarcoma of the lung, an intrathoracic 
osteochondrosarcoma of the chest wall, a fibro- 
sarcoma of the lungs and heart, a carcinoma of the 
thyroid gland, a gelatinous carcinoma of the cecum, 
an adenosarcoma of the stomach and liver, 2 myo- 
sarcomata of the uterus, 2 osteogenetic sarcomata 
of the leg, 2 sarcomata of the orbit, 2 basal-cell 
epitheliomata of the skin, 2 preputial gland cancers, 
2 adenosarcomata, and 2 carcinosarcomata of the 
breast, and 3 cystadenocarcinomata of the ovary. 
The kidneys gave rise to 7 carcinomata and 1 
sarcoma. Six of these carcinomata were embryonal 
in type. 

The superficial malignant tumors rarely metasta- 
sized but the deeper neoplasms not infrequently 
formed secondary growths in distant tissues. 

The prevailing type of benign tumor presented a 
glandular structure with varying quantities of 
fibrous or occasionally fatty stroma. Of the 212 
benign neoplasms, 97 were adenomatous, and of 
these 87 were of mammary gland origin, a marked 
contrast to the low incidence of breast cancer. 
There were 3 additional adenofibromata of the breast 
showing sarcomatous changes in the stroma which 
were included among the sarcomata. 

Rats with a tumor in one part of the body not 
infrequently showed one or more primary tumors in 
other regions. In 35 rats the spontaneous tumors 
were associated with cysticercus sarcomata of the 
liver. Twenty-eight rats without cysticercus tumors 
hore multiple spontaneous neoplasms. 

SAMUEL Kann, M.D. 


15 fibromata, and 3 


Harding, H. E., and Passey, R. D.: A Transplant- 
able Melanoma of the Mouse. J. Path. & Bac- 
teriol., 1930, XXxiii, 417. 

The authors describe a smal! sessile lobulated 
black tumor about the size of a grain of wheat which 
developed at the tip of the left ear of a normal mouse 
which had come from healthy stock and had not 
been subjected to experiment. After incomplete 
removal, the tumor promptly recurred, showed in- 
vasive characteristics, and subsequently caused the 
death of the animal. 

In a series of experiments carried out with this 
tumor, it behaved exactly as any other transplant- 
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able mouse tumor. It grew progressively when it 
was grafted into other mice, it recurred after incom- 
plete removal, it was invasive, and it gave rise to 
metastases. A large proportion of the cells in the 
tumor were extraneous phagocytic cells full of 
melanin. Joun H. Gartock, M.D. 


Dunn, J. S.: Invasion of Epidermis by Carcinoma. 
J. Path. & Bacteriol., 1930, xxxiii, 297. 

The author reports the case of a woman seventy- 
three years of age who had had a small ulcerating 
and bleeding lump at the anus for two years. Exami- 
nation showed an ulcerated malignant nodule on the 
anterior anal margin. This was excised with the 
anal canal and the external sphincter. 

Sections showed the tumor mass to be a mucinous 
carcinoma. In addition, they showed that malignant 
cells from the mucinous carcinoma had gained 
access to the layer of squamous epithelium and had 
propagated and extended in that layer by their own 
powers of growth and movement for a distance of 
more than a centimeter. The author calls attention 
to the practical importance of this finding with 
regard to the necessity of removing the skin sur- 
rounding the anus in the performance of the radical 
operation. Joun H. Gartock, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Vesell, H., and Barsky, J.: Chronic Meningococcus 
- Septicemia. Am. J. M. Sc., 1930, clxxix, 589. 


Chronic meningococcus septicemia was first 
described by Solomon in 1902. Since then, numer- 
ous cases have been reported. The authors report a 
case of their own with the clinical findings observed 
throughout the course of the disease. 

The early diagnosis is made with difficulty. The 
early symptoms are not particularly acute although 
the onset is usually sudden with fever and rigors. 
Arthritic involvement of the knees or elbows is 
common, and there may be a history of recent tonsil 
infection. Severe headache is often present. An 
erythematous or at times a nodular rash appears 
during the first week on the extremities, trunk, or 
face. Signs of meningitis are usually absent in the 
early stages. 

Meningococci are not usually cultured from the 
body fluids until the third week. Cultures taken 
from the blood, spinal fluid, or sinuses are most 
positive. Blood changes are usually not extreme. 
As a rule only a moderate leucocytosis is found. 

The spleen is moderately enlarged. Endocardial 
changes are more common than myocardial or peri- 
cardial changes. Meningococcus pneumonia is oc- 
casionally encountered. If meningitis occurs it 
develops usually late in the course of the disease. 
The course of the septicemia runs from eighty-five 
to one hundred and thirty days. The prognosis is 
not always poor. Sergent reports cures in 90 per 
cent of his cases. In other series of cases the mor- 
tality has ranged from to to 50 per cent. An un- 
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favorable prognosis is indicated by a marked crup- 
tion, high fever, profuse diarrhoea, tachycardia, and 
positive blood cultures with many colonies per cubic 
centimeter. 

The treatment generally consists in the use of 
specific serums. Favorable results have been ob- 
tained also from fixation abscesses and vaccine 
treatment. CLARENCE V. BATEMAN, M 1). 


Colebrook, L., Cope, Z., Bosworth, T. J., Riches, 
E. W., and Others: Discussion on Actino- 
mycosis Common to Man and Animals. 
Proc. Roy. Soc. Med., Lond., 1930, xxiii, 861. 


Cope states that the common form of actino- 
mycosis in man is caused by, or at least associated 
with, a gram-positive anaérobic hyphomycete w hich 
at some stage of its growth in the tissues forms small 
granules that are to be seen in any soft focus and 
are composed of a feltwork of fungus usually <ur- 
rounded by a radiating series of gram-negative (lub- 
like processes. 

The findings of Lord and Wright indicate tha: the 
fungus is a common, if not usual, inhabitant o! the 
mouth and carious teeth. Therefore, slight «!ra- 
sions of the cheek and gums may enable it to enter 
the tissues, and when it is swallowed portions o/ it 
may lodge in the cecum and appendix. Minute 
aspirated fragments may account for the pulmonary 
lesions. In some cases it may creep through small 
lesions of the lower cesophagus and infect the me- 
diastinal tissues. However, the problem of how it 
gains access to the mouth and teeth still remains 
unsolved. The current view that the infection 
comes from cereals and grasses has not been proved. 

Actinomycosis is very rare under the fifth year 
of age. It is possible that there may be a relation 
between its earliest incidence and the onset of 
dental caries. 

The actinomycotic process advances almost al- 
ways by contiguity of tissue, but occasionally, «as in 
infection of the liver from the appendix through the 
portal veins, it progresses by way of the blood 
stream. The lymph glands have a curious immunity 
to it. Cope has never seen a lymphatic gland infected 
by actinomycosis and knows of no authentic record 
of such infection. In the immunity of the lymph 
glands, actinomycosis is in sharp contrast to actino- 
bacillus infection of cattle and to almost every other 
variety of infection, acute and chronic. On the other 
hand, it causes a remarkable reaction in the con- 
nective tissues. Unna characterizes the connective 
tissue reaction as a unique example of tissue :e- 
action at a distance, for the changes may take place 
at a considerable distance from the place where | he 
fungus is situated and it is possible to cut many 
sections of the curiously hard, gristly fibrous tissue 
without finding any filaments of the parasite. | he 
connective tissue reaction differs considerably from 
that found in tuberculosis and syphilis not only in 
the relative proportion of the various kinds of c«!!s 
found but also in the fact that the blood vessels «re 
not obliterated. The manner in which the fungus 
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causes this reaction is unknown. It is probably 
a beneficial reaction for in the parts where connective 
tissue is comparatively scanty in proportion to the 
epithelial elements, as in the lungs and liver, the 
proguosis is much more grave. 

In actinomycosis affecting the face and neck the 
picture is usually that of an infiltrating inflammatory 
mass in the parotid region, around the lower or 
upper jaw, or in the submaxillary or lower cervical 
regions. Occasionally the condition spreads to the 
deeper tissues, enters the skull, and erodes the ver- 
tebre. Trismus is common, but pain is usually 
slight. The lower jaw may be eroded externally or 
may be involved primarily. In every case, softening 
of the inflammatory mass ultimately occurs and 
granules can then be obtained from the pus. Soften- 
ing is sometimes delayed for several months, during 
which time the diagnosis is difficult. 

In the right iliac fossa the infection almost always 
spreads from a diseased appendix. As a rule it 
follows the removal of a perforated appendix, but 
occasionally it develops when no operation has been 
performed. Its presence may be manifested by a 
persistent sinus with indurated borders or a large, 
hard, and rather fixed mass. It does not readily 
invade the peritoneum, but spreads retroperitoneally. 
Secondary involvement of the liver may occur by 
portal metastasis, but the symptoms of this affection 
may not show for many months or even for a year 
or two after the attack of appendicitis. 

Thoracic actinomycosis may take the form of 
chronic bronchitis, but more commonly the in- 
flammatory infiltration appears to spread from the 
mediastinal tissues to the pleura and lung and 
generally comes to the surface in the form of a 
subcutaneous abscess from which the granules can 
be obtained. The base of the lung is more commonly 
affected than the apex, and the initial surface abscess 
is usually at about the level of the diaphragmatic 
attachment to the ribs. 

The brain, kidney, and other viscera are sometimes 
the site of actinomycosis. It is probable that they 
become infected by way of the blood stream. The 
ovary may be infected by contiguity across the 
peritoneal cavity. 

The diagnosis of actinomycosis is made with 
certainty only by the finding of the granules of the 
fungus in the pus or in sections of the tissue. The 
granules are found only when the inflammatory 
tissue has softened. Accordingly, there is often a 
time—occasionally a long time—when the diagnosis 
can be made only provisionally, on clinical grounds. 
However, it is often possible to diagnose the condi- 
tion with a reasonable degree of certainty long before 
the fungus can be found. The condition must be 
differentiated from chronic sepsis, tubercle, syphilis, 
and new growth. Tubercle tends to soften and 
ulcerate earlier than actinomycosis. Syphilis will 
give a positive Wassermann reaction. Sepsis is more 
acute, may cause sequestra of bone, and soon pro- 
duces an abscess. To rule out new growth, examina- 
tion of a section of the tissue may be necessary. 


349 


The only safe rule is to consider the possibility 
of actinomycosis in the diagnosis of every chronic 
inflammatory or supposed neoplastic swelling, par- 
ticularly swellings in the face, jaws, and right iliac 
region. In the chest, the disease is unlikely to be 
diagnosed before the fungus is found in the sputum 
or in the pus from abscesses as the early stages of 
thoracic actinomycosis are insidious. 

The prognosis of actinomycosis varies greatly ac- 
cording to the part of the body afiected. It is most 
favorable when the infection occurs in the cervico- 
facial region as the majority of the lesions of the 
neck and face become healed in the course of time. 
It is rather unusual in such lesions for the fungus 
to metastasize to a vital part or track upward to 
the skull or downward to the mediastinum. 

Less favorable is the outlook in ileocwcal actino- 
mycosis, but even in this condition recovery occurs 
in about 50 per cent of the cases. If the fungus gains 
access to the liver by way of the portal radicles the 
prognosis is almost hopeless. 

To date, no certain specific for actinomycosis 
comparable to salvarsan in the treatment of syphilis 
has been discovered. Most cases are treated by a 
combination of methods which make it difficult to 
appraise the merits of each method individually. 
Potassium iodide is the drug most frequently used 
and may be given in doses up to as much as 100 gr. 
a day. Intramuscular and intravenous injections 
of colloidal copper are apparently beneficial. ‘The 
results of salvarsan have been doubtful. 

Clinical evidence supports the view that the X- 
rays have a softening influence on the hard mass of 
inflammatory tissue so often found in the disease. 
Radium irradiation is less certain and less easy to 
apply evenly throughout the lesion. 

Surgery has definite indications for the opening 
of abscesses, the removal of sequestra, and the 
excision of some of the dense mass of connective 
tissue which sometimes remains for months as an 
indolent tumor showing little tendency to soften. 

Bosworth states that in certain species of animals 
actinomycosis is a condition of considerable eco- 
nomic importance. He calls attention to the fact 
that the term “‘actinomycosis” is ordinarily used in 
a wide sense to include a number of distinct patho- 
logical entities which resemble one another in their 
clinical aspects and can be distinguished with cer- 
tainty only by microscopic and cultural examina- 
tions. At least 3 distinct types of infection in animals 
which are characterized by the presence of club- 
bearing granules have been called ‘‘actinomycosis.”’ 
As suggested by Wright, the term should be re- 
stricted to a suppurative process combined with 
granulation tissue formation, the pus of which 
contains granules composed of dense aggregates 
of branched filamentous micro-organisms and their 
transformation or degeneration products. 

In cattle, the common form of actinomycosis be- 
gins as an infection of the jawbone. ‘The available 
evidence strongly suggests that primary actino- 
mycosis in other situations is extremely rare. 
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The infection probably gains entrance to the jaw- 
bone through an ulcer of the gums. It sets up a 
chronic suppurative inflammation resulting in de- 
struction and rarefaction of the bone and its re- 
placement by granulation tissue containing purulent 
foci. At the margin of the lesion new bone is pro- 
duced, and the combined processes ultimately lead 
to considerable enlargement of the jaw. The active 
process may extend to the overlying soft tissues and 
ultimately reach the skin or mucous membrane, 
causing perforation and forming a fistula which dis- 
charges pus. The pus is much thinner than that of 
the actinobacillus, and the granules it contains are 
usually larger and show a much greater tendency 
to become calcified. Actinomyces bovis shows no 
tendency to spread by way of the lymphatics or 
invade the lymph glands, but in cases of some stand- 
ing the glands become somewhat enlarged and hard- 
ened from chronic lymphadenitis which is probably 
a reaction to toxins absorbed from the lesions. 

Actinomycosis occurs only occasionally in horses. 
Its most common sites in the horse are the head and 
the spermatic cord. 

RicH reports two cases of actinomycosis, one 
showing improvement after the use of vaccine and 
the other treated successfully with buried radium. 

WARING says that in the abdomen the most com- 
mon site of actinomycosis is the right iliac fossa. 
The primary site of the condition is in the wall 
of the cecum in the region of the appendix and 
not in the appendix itself. The hardness of the 
swellings on palpation is characteristic. Waring has 
not found vaccines of any definite value. He has 
obtained good results only from excision, evacua- 


tion of the abscesses, and scraping supplemented 


by the administration of potassium ioxide. He has 
not observed any beneficial effect from treatment 
with the X-rays. Joun J. Maroney, M.D. 


Levaditi, C.: Bismuth in the Treatment of Syphilis. 
Am. J. Syphilis, 1930, xiv, 156. 

Bismuth has demonstrated its efficiency in every 
stage of syphilitic infection, its use resulting in de- 
struction of the spirochetes, negativation of the 
blood reaction, and profound sterilization of the 
organism. The purpose of this article is to review 
work done to determine which of the many forms of 
bismuth is most effective. Iodo-quinic salts, oxides, 
and the fat-soluble derivatives of bismuth were 
used. The form recommended on the basis of the 
results is basic alpha-carboxethyl-beta-methy]l- 
nonoate of bismuth (biliposol), which contains 0.04 
gr. of bismuth per cubic centimeter. 

The intramuscular injection of this preparation 
twice a week in doses of 2 c.cm. for from ten to 
fifteen doses is followed by as prompt cicatrization 
of the local lesion as the best specific remedies known. 
The particularly rapid curative effect of the oil- 
soluble bismuth compounds seems to indicate their 
immediate absorption. These compounds are well 
tolerated and cause no evidence of renal irritation. 

M. HERBERT BARKER, M.D. 
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DUCTLESS GLANDS 


Benedict, E. B., Putnam, T. J., and Teel, H. 
Early Changes Produced in Dogs by the ae 
tions of a Sterile Active Extract rag! the \n- 
terior Lobe of the Hypophysis. Am. J. 1/ 
1930, clxxix, 489. 


The experiments here reported dealt with the 
production of hyperpituitarism in dogs by the «uily 
injection of a sterile active extract of the anterior 
lobe of the hypophysis into the peritoneal ¢.\ ity, 
Changes in the appearance and activity o/ the 
animals as well as gross and microscopic alterations 
in certain organs were noted. The thyroid ¢\ind 
showed hypertrophic changes and absence of 
colloid. Sexual inactivity was noted in both mules 
and females. The females showed hypertrop!\. of 
the uterus, ovaries, and vagina. In the males. the 
testicles were small and showed only the earliest 
stages of spermatogenesis. After three moths, 
skeletal overgrowth, sluggishness, inalertness nd 
plantigrade stance were noted. Hypophysec! my 
caused cessation of growth and a slowing in the rate 
of growth of hair, but normal alertness was muin- 
tained. VERNE G. BuRDEN, M.]) 


Candela, N.: Treatment with Follicular, Lutein, 
and Mammary Extracts and Its Effect on the 
Genital Tract and the Endocrine System | |n- 
cretoterapia follicolare, luteinica, mammaria « sue 
influenze sul tratto genitale e sul sistema endocrina 
Arch. di ostet. e ginec., 1930, XXXVli, 97. 


From his experiments in the treatment of guine: 
pigs with follicular, lutein, and mammary extracts, 
the author concludes that follicular extract c: 
increased development of the genital tract, 1 
ration of ovarian follicles, and prolongation «i 
intensification of cestrus. The other extracts inay 
cause changes in the rhythm of cestrus or supyre 
it. Mammary extract may also cause atrophy « 
ovaries and genital tract. Follicular extract c: 
slightly more marked hypertrophy of the thyroid 
breast than lutein and mammary extract. Folli: 
and mammary extract cause marked hypertrop!, 
the suprarenals and hypophysis whereas extra: 
corpus luteum produces atrophy of the hypop! 
and moderate hypertrophy of the suprarenals 
tein and mammary extract cause an Increase i! 
weight of the animals and bring about sterility 
licular extract has no effect on growth, but incr: 
fecundity. Aubrey G. Morgan, M _/) 


SURGICAL PATHOLOGY AND DIAGNOSI: 


Fairley, K. D., and Williams, F. E.: The Com» 
ment-Fixation Test in Hydatid Disease: 
Analysis of Its Results. J. College Surg. A: 
aS1d, 1930, ll, 317. 

This article is an analysis of the results o! 
complement-fixation test for hydatid disease in 
1,500 patients. Of 143 patients tested befor: 
first operation, 75 (52.4 per cent) gave a pos liv 
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reaction. The test was positive in nearly all cases 
of cvsts with recent rupture or suppuration, but in 
onl one-third of those with uncomplicated or de- 
generated cysts. In adults, positive results were 
more frequent when the cysts were pulmonary. Of 
the cases of recurrent or residual cysts, a positive 
result was obtained in only 52.8 per cent. 

lhe number of minimum hemolytic doses of com- 
plement fixed by the serum of the patient should be 
taken at the end of the second week after operation 
and repeated five and ten months later, as the com- 
parison gives valuable evidence regarding the possi- 
ble presence of residual or recurrent cysts. A patient 
whose serum fixes 6 minimum haemolytic doses of 
complement later than nine months after operation 
js probably harboring active cysts. 

Before operation, the fixation of 444 minimum 
hemolytic doses by the patient’s serum is diagnostic 
of hydatid infestation. The fixation of 3 minimum 


o 
hemolytic doses is also specific if confirmed by a 
second test. 

The usual cause of failure to react is insuflicient 
absorption of antigen from the cyst. 

Failure of the serum to fix 3 minimum hemolytic 
doses of complement in the presence of hydatid 
antigen does not exclude the presence of echinococcal 
infestation, either before the first operation or when 
residual or recurrent cysts are suspected. This re- 
action is valuable in excluding recent rupture or 
suppuration since in such cases the reaction is al- 
most invariably positive. The exceptions are found 
in cases in which the cyst fluid has no antigenic 
properties and those in which suppuration has oc- 
curred in a degenerated cyst. 

The test is believed to be specific, although no 
comparison has been made with sera from patients 
with other helminthic infestations. 

E. S. Pratt, M.D. 
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